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THE PLACE OF THE HOSPITAL IN A NATIONAL 
HEALTH SERVICE* 


Sir ALLEN DALEY, MLD., F.R.C.P., D.P.H. 


I must first express my deep gratitude to the President 
and Censors for doing me the honour of inviting me to 
deliver the Croonian Lectures this year. I recognize my 
inadequacy when I see the long line of distinguished men 
going back for over 200 years who have préceded me 
in this lectureship. All except one—and he had out- 
standing qualifications to speak on his subject of “ Pro- 
fessional Freedom ”’—have been eminent clinicians or 
laboratory research workers. My role has been that of 
the medical administrator whose main purpose has been 
to provide the tools, and persuade hard-headed finance 
committees to provide the money, with which clinicians 
and laboratory workers could undertake their best work. 
From that background and my special interest in pre- 
ventive medicine I shall endeavour to put before you 
my reflections on some of the problems which confront 
us in the light of the first five years of the National 
Health Service and on the relationship of the work done 
by the hospital and specialist service to the other two 
pillars of the National Health Service : the general- 
practitioner service and the miscellaneous services pre- 
vided by the local health authorities. 


Definitions 


We must first define our terms. The O.E.D., after 
referring to the original meaning of “hospital” as a 
charitable institution for the aged (Chelsea Hospital) and 
for the education of the young (Christ’s Hospital), says 
that in the current sense it is “ an institution or establish- 
ment for the care of the sick or wounded or of those 
who require medical treatment.” The definition of 
“ hospital ” in the National Health Service Act is longer 
and more specific. It reads that a hospital “ means any 
institution for the reception and treatment of persons 
suffering from illness or mental defectiveness, any mater- 
nity home, and any institution for the reception and 
treatment of persons during convalescence or persons 
requiring medical rehabilitation, and includes clinics, 
dispensaries, and out-patient departments maintained in 
connexion with any such institution.” 

For the definition of “ National Health Service” we 
must go to the preamble of the Act which established it. 
It simply states that it is an Act “to provide for the 
establishment of a comprehensive health service for 
England and Wales and for purposes connected there- 
with.” This contrasts with the preamble of the first 


*The first of the Croonian Lectures delivered before the Royal 
College of Physicians of London on July 7. 





National Health Insurance Act of 1911, which states that 
it is “an Act to provide for insurance against loss of 
health and for the prevention and care of sickness. . 

I draw attention to the specific reference to prevention 
in the 1911 Acts and that prevention has been merged 
in the comprehensiveness of that of 1946. 


Origins of Hospitals 

An American author well known in this country, 
General Paul T. Hawley, now Director of the American 
College of Surgeons (Hawley, 1948), says : “ It is scarcely 
an exaggeration to say that hospitals were set up for 
the primary purpose of abating a nuisance and that they 
were operated accordingly for many years.... The 
sick, the crippled, the insane—especially those unable to 
pay for private care—were public nuisances.” But I 
am sure that General Hawley would agree that, both 
in this country and in his, it is probably true to say that 
purely humanitarian motives have provided the main- 
spring for the establishment and maintenance of hos- 
pitals within, at least, the last century. But the provision 
of “fever” hospitals was due to a desire to protect the 
public and to isolate the victims of infectious diseases 
because of fear of their spreading. Earlier examples 
were the “leprosaria” of the Middle Ages. Whatever 
the motives, the hospitals of to-day spring from four 
main sources. 

It is not generally realized that the largest component 
in the number of beds is the group of hospitals for the 
mentally disordered and the mentally defective. One, 
the Royal Bethlem, has just celebrated its 705th anni- 
versary. Along with St. Bartholomew’s and St. Thomas’s, 
it is among the five “royal” hospitals with whose 
administration the Corporation of the City of London 
was, at least until 1948, closely associated. The other 
mental hospitals were mostly provided by the local 
authorities or, their predecessors for this purpose, the 
justices of the peace. 

In those days the purpose of mental hospitals was 
purely “custodial” and for the protection of society 
and of the lunatics themselves. In fact, it was only in 
1930 that the term “lunatic asylum” was replaced by 
“ mental hospital ” and “ lunatic” by “ mental patient.” 
Special institutions for the care and rehabilitation, where 
possible, of the mentally defective are a comparatively 
recent development. The next largest component origin- 
ated in the sick bays of the “ workhouses ” or institutions 


of the boards of guardians. The guardians of the poor 
- 4829 
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had the statutory duty to provide accommodation for 
the destitute, and in a considerable number of cases 
the destitution was caused by illness. 

Many of the boards of guardians, and later the major 
local authorities who took over these functions from 
them in 1930, took their responsibilities for the destitute 
sick very seriously. Hospitals, some quite first-class, were 
built to replace the sick bays, and from 1930 many were 
administered under the Public Health instead of the 
Poor Law Act, with the result that “any inhabitant of 
the district” was eligible for admission, though always 
the “ destitute sick ” had a prior claim for admission. 

The third most numerous group of hospitals, in the 
number of beds provided, was the then “ voluntary” 
hospital group. Apart from the few ecclesiastical foun- 
dations they began to be established about 200 years ago. 
Many have just celebrated their first centenary. Most 
of the “cottage” hospitals are of even more recent 
foundation. The initiative in the establishment of a 
voluntary hospital usually came from a keen doctor or 
group of doctors who secured the interest of one or 
more wealthy laymen whose motives were purely 
humanitarian and philanthropic. It was felt that the 
sick poor should not be forced into the Poor Law hos- 
pitals or institutions, in many of which the medical ser- 
vices had lagged behind development elsewhere. Also, 
it was abhorrent to many of the respectable poor to have 
recourse to the “Poor Law,” which at that time still 
adopted a “ deterrent” policy. The voluntary hospitals 
had the great advantage over the public hgspitals that, so 
long as their committees of management could find the 
money, they could develop as they wished, and if, as 
generally happened, the most capable doctors of that 
locality were on the honorary staff, the lay committees 
had the best medical advice at their disposal. It was 
therefore inevitable that when teaching of the science 
and art of medicine was systematized the voluntary hos- 
pitals undertook the training of medical students. There 
were, however, in 1948 only 23 general teaching hospitals 
in England and Wales, of which 13 were in London, and 
one of them, the Hammersmith Hospital for postgradu- 
ate teaching, was under municipal management. Many 
of the rest of the 930 voluntary hospitals were quite 
small and their financial and medical resources inade- 
quate for the more complicated medical and surgical 
work. As a further development many voluntary hospi- 
tals during the past fifty years provided beds or even 
separate wings for paying patients. The voluntary hospi- 
tals were also pioneers in the training of nurses. 

The fourth group of hospitals forming the pre-1930 
complement consisted of those provided and admin- 
istered by the local authorities. Most were hospitals for 
the acute infectious diseases, and only a few of these 
were large, well staffed and modern. This group also 
included a number of sanatoria and maternity hospitals. 


Beginnings of a Hospital Service 


In 1930, as already mentioned, the former Poor Law 
hospitals were transferred to the administration of the county 
and county borough councils, and there were, in effect, from 
then until 1948, and disregarding the few private profit- 
making hospitals, clinics, or nursing-homes, only two groups 
of hospitals : those maintained by public money raised from 
the rates and the independent voluntary hospitals. Some 
of the voluntary hospitals received public money from 
local authorities for “services rendered "—for example, by 
providing special clinics for venereal disease or for school- 
children. Before 1930 the only attempts at providing a 
hospital service were limited to highly specialized fields— 


namely, the mental hospitals of three or four large mental 
hospital authorities and the service of the Metropolitan 
Asylums Board, which provided fever hospitals, sanatoria, 
and hospitals for long-stay cases in children. 

Even before the outbreak of the second world war in 
1939 most voluntary hospitals were finding it hard to make 
both ends meet, and this would have been impossible had 
they not received substantial support from hospital contri- 
butory schemes. 

The larger public authorities had during the period 1930- 
48 the opportunity of developing a complete hospital service 
as distinct from an agglomeration of separate and semi- 
independent units. They were encouraged by the Ministry 
of Health to dissociate them from the Poor Law, and to 
administer them under the Public Health Acts, and many 
djd so. This provision of a service ensured that no inhabi- 
tant of their district who applied for, and was considered 
suitable for, treatment failed to obtain it in one or other 
of the authorities’ hospitals. It enabled, also, special units, 
often of a research type, to be set up. Some of the more 
progressive authorities took full advantage of these oppor- 
tunities and, despite the difficulties of the war period, a 
first-class public hospital service was in process of being 
developed. On the other hand, some local authorities had 
neither the resources nor the will to bring about major 
improvements. Their general hospitals were still being 
administered under the Poor Law Acts; their patients were 
mainly in the chronic sick group, and little was done to 
improve staffing, equipment, or buildings. In all areas, how- 
ever, the public health and the preventive and hospital 
services were under the same local administration, and this 
ensured effective liaison and co-operation between the vari- 
ous services. 


The War and its Aftermath : The National Health 
Service 


The war, through the emergency hospital service and the 
various sector schemes, brought the two separate hospital 
groups—the local authority and the “voluntary ”"—more 
closely together. And the National Health Service Act of 
1946, which provided for complete fusion of the local autho- 
rity and the voluntary non-teaching hospitals, took them 
completely away from local government and placed them 
under central government control. The fourteen regional 
hospital boards nominated by the Minister of Health act 
as the Minister’s agents and under the directions of his 
Ministry ; they are the planning authorities for hospitals 
and the employers of consultants. The 400 hospital manage- 
ment committees, nominated by the regional hospital boards, 
are responsible for day-to-day administration of the hospitals 
within their group, but again subject to regulations made 
by the Ministry, and their money is obtained through the 
regional boards. 

The teaching hospitals were also nationalized, but re- 
mained independent units, separate from the regicnal board 
system, and responsible direct to the Ministry of Health, 
but subject also to control by the regulations made by the 
Ministry. There are 36 boards of governors of teaching 
hospitals (14 London postgraduate, 12 London under- 
graduate, and 10 provincial undergraduate). As London is 
divided between four regional boards there are no fewer 
than 30 separate hospital administrative bodies operating 
within the areas covered by the single executive council for 
London and by the local health authority—the London 
County Council. By interchange of membership between 
boards of governors and regional hospital boards, there 1s 
some provision for co-operation between teaching and non- 
teaching hospitals, but it cannot be regarded as close co- 
operation such as occurs in Scotland, where the teaching 
and the non-teaching hospitals alike are administered by the 
regional hospital boards. 


Reversal of Administrative Trends 


Thus has come about the reversal of the general trend, 
which had been for decades to build up the administrative 
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responsibilities of the major local authorities—that is, the 
counties and the county boroughs—and to make them re- 
sponsible for all public health, medical, nursing, and mid- 
wifery work, including hospital work, paid for by public 
money and operating in their areas. The administration 
of hospitals has been taken out of local government, and the 
Ministry of Health, to an increasing extent, undertakes 
executive responsibility and issues directives about the 
management and staffing of hospitals. This is in substitu- 
tion, so far as local authority hospitals are concerned, for 
executive control by the local authorities and their officers. 
I will not enter into a discussion on which is the more 
tolerable method of control. There are advantages and 
disadvantages in each. But we must remind ourselves of 
the old adage that “ whoever pays the piper calls the tune,” 
and whoever supplies the money, whether the committee, 
as in former days, of a voluntary hospital or a public 
authority, whether central or local, must have the last 
word on how much money is available and how it should 
be spent. There is no escape from this, though the reins 
can be held more loosely in some administrations than in 
others. 

It may here be mentioned, as a further illustration of the 
previous trend, that in 1928 the Royal Commission on 
National Health Insurance (National Health Insurance, 
1928) recommended that the insurance committees respon- 
sible for “ medical benefit’ should be abolished and their 
work transferred to the county and county borough councils. 
This was for the purpose of consolidating the administra- 
tion of all public medical work in the hands of the same 
local authority ; byt the 1946 Act disregarded this recom- 
mendation, and the executive councils, which have replaced 
the insurance committees, have even wider powers and 
authority than the former insurance committees, though 
by allowing local health authorities to nominate one-third 
of the committees it has been recognized that the work of 
the local health authorities and that of the executive coun- 
cils has much in common and that they should operate 
over the same areas. 


. Distribution of Functions Within the National Health 


Service 


There is no clear or logical line of demarcation in the 
present distribution of function between the three branches 
of the Service. By and large, preventive work falls to the 
local health authorities, but Newman pointed out so 
long ago as 1926 that “preventive and curative medicine 
are in intimate association,” and “ preventive medicine .. . 
embodies the whole of medicine as regards disease which 
is preventable especially in its beginnings rather than its 
end-results.” A recent publication of the Public Assistance 
Department of Paris (L’Assistance Publique, 1953) puts the 
matter even more strongly. After referring to the important 
part which a hospital can play in the prevention of illness, 
and giving examples, it states that preventive and curative 
medicine should conjugate until they fuse. It continues: 
“La distinction entre la médecine préventive et la médecine 
curative apparait, en effet, de plus en plus arbitraire. En 
réalité, la médecine est ‘une.’” At the extremes of preven- 
tive and curative medicine they, of course, do not inter- 
mingle. Vaccination, for example, and immunization are 
clearly preventive, and the alleviation of symptoms in those 
afflicted with a mortal disease is neither preventive nor cura- 
tive but simply remedial. But the early diagnosis and treat- 
ment of diseases which are curable, however, often prevent 
serious disabling or even fatal illness. 

The isolation of -those suffering from an acute infectious 


disease was introduced as a measure of preventive medicine 


for the purpose of preventing the spread of the disease, 
and in some instances—for example, smallpox—this still 
has validity, but in many infectious conditions all likely 
spread has taken place before the diagnosis has been made 
and the patient removed to hospital. Fever hospitals, there- 
fore, for many years have derived their main value from 
the treatment given to the patients therein. But the spectacu- 


lar reduction in recent years in the incidence of epidemic 
diseases followed the discovery of their cause and, conse- 
quently, of their mode of spread, and the application of 
that knowledge. Is it too much to hope that, with increas- 
ing knowledge of the aetiology of the non-communicable 
diseases, dissemination and application of that knowledge 
will have equally happy results ? 

Tuberculosis—an infectious disease—is another example 
of the close relationship between preventive and curative 


medicine. Improvement of living and economic conditions 


for the individual, as well as for the community as a whole, 
is undoubtedly in the preventive field. So is educational 
work on early danger signals which should take the patient 
to the doctor. The searching for early cases among con- 
tacts and others should be regarded as a function of the 
authority for prevention just as it is in smallpox, but the 
mass radiography units have been transferred from the local 
health authorities to the regional hospital boards, presum- 
ably because it is they who employ all, or most, specialists 
in the public service. 

An example may be given of a change which is not an 
improvement and which follows the thesis that hospitals 
are responsible only for patients for whom treatment is 
likely to be beneficial, and if no further benefit is likely 
they become the responsibility of the local health authority. 
This is a thesis which, though it may follow the statutes, 
is contrary to the public good. When the taking of steps 
to reduce the toll taken by tuberculosis was entrusted, before 
1948, solely to the local authorities they provided institu- 
tional accommodation not only for the tuberculous, for 
whom treatment was likely to be productive, but also for 
the ambulant chronic sputum-positive patient who had no 
suitable home in which he could live. The institutions used 
were not elaborately equipped or staffed, but they made 
their patients comfortable and kept them out of harm’s 
way. Very often such people live now in common lodging- 
houses. 

The Metropolitan Regional Hospital Boards, with the 
concurrence of the Ministry of Health, have declined to 
admit, and are reluctant to retain, patients who are unlikely 
to benefit from further treatment, even though they are 
infectious. The local health authorities are therefore faced 


- with the dilemma of leaving these people in common lodg- 


ing-houses or providing hostels for them. When hostels 
are provided, the patients have, under the present law, to 
make a contribution towards the cost of their maintenance. 
Before 1948 no charge was made to such patients. As 
most of them have had free treatment in hospitals and as 
there is no power to require them to enter, or remain in, 
a hostel, it is not surprising that such places are difficult 
to administer and that the patients are reluctant to enter 
or remain in them. 

The thesis that hospitals are to be provided only for those 
for whom treatment is likely to be beneficial is worthy of 
a further note. Some thousands of beds are provided by 
hospital authorities for the mentally defective, for whom 
the only therapy which can be provided is training and 
education. It will be remembered that the statutory defini- 
tion of hospitals specifically mentions the mentally defec- 
tive. Again, mild cases of smallpox are admitted, without 
question, to a hospital. No treatment is needed or pro- 
vided, but only isolation. It seems a pity that, with these 
precedents, the chronic infectious tuberculous can be 
excluded unless they need treatment. 

The divorce between treatment of the tuberculous and 
their rehabilitation at colonies such as Papworth and 
Preston Hall is another example of the difficulties which 
arise when artificial fences are erected in the course of 
what should be one process, under the same administration 
—namely, the restoration of a sick person to the working 
community. I am limiting my remarks here to the tuber- 
culous, for whom treatment and training are so interlocked. 

The working definition of these entitled to hospital care 
includes those who require constant nursing and regular 
medical care: this being the line of differentiation between 
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convalescent homes (hospitals) and recuperative holiday 
homes (local health authorities) and between the chronic 
sick (hospitals) and the aged and infirm (local welfare 
authority). 


The Chronic Sick (Hospital Responsibility) and the Aged 
and Infirm (Welfare Responsibility) 


The line of demarcation here also is by no means clear. 
Those responsible for the institutions to which admission 
is sought decide whether or not they will accept an individual 
patient, and there is no appeal to anyone who can give a 
binding decision when neither authority will have him and 
maintains that it is the responsibility of the other. There 
is the further complication that if the hospital authority 
accepts the patient no charge is made. If the local health 
or welfare authority does so, the patient is assessed to pay. 
But, however broad the dividing line, one must be fixed 
somewhere, as a hospital authority cannot be expected to 
provide accommodation for the aged and infirm, though 
when local authorities were responsible for both hospitals 
and welfare institutions the exact definition was not of great 
importance. There is much to be said for an arrangement 
which was common before 1948, but which does not accord 
with the present statute, under which the hospital provided 
medical, nursing, and pharmaceutical services for homes 
for the aged which were then called “public assistance 
institutions.” The same doctor then decided when a patient 
should be transferred from the hospital to the institution, 


‘or vice versa. 


With regard to patients at home, for whom the general 
practitioner has recommended admission to hospital, there 
always will be difficulty while the number of beds available 
falls short of the demand. A scheme started by Dr. E. B. 
Brooke, then of St. Helier Hospital, has much to commend 
it, though strictly it goes somewhat beyond the statutory 
provisions. He went to see the case in the patient’s own 
home and met the general practitioner there. He was 
familiar with the local authority and voluntary services 
available, and, by appropriate use of them and of the hos- 
pital out-patient department facilities, the patient could 
often be looked after satisfactorily at home. At the Monte- 
fiore Hospital in New York City, Dr. E. M. Bluestone has 
developed a large scheme under which hospital consultant 
and other staff supervise the treatment of the chronic sick 
in their own homes. A suggestion has been made by the 
paediatric department of one London teaching hospital that 
many child patients could be spared the “ psychological 
trauma” of separation from their mothers if the hospital 
services, including that of the paediatrician, were taken to 
the homes instead of the children being taken to the hos- 
pital. Any such schemes, however, for home treatment 
supervised by hospitals bring in the other two branches of 
the National Health Service, and there are so many different 
people with whom the matter has to be discussed and agree- 
ment reached that progress is slow. 

Mention should here be made of the “ half-way” houses 
for patients for whom an acute general hospital can do no 
more but whose nursing needs are such that they are unsuit- 
able for a welfare home. They are regarded as part of the 
hospital organization, and so co-operation and selection of 
patients are easy. But, despite the generosity of the King 
Edward Fund and of the National Corporation for the 
Care of Old People in finding the capital for such places, 
there are not enough of them. In consequence many of 
these patients are in welfare homes and others remain in 
hospital. The latter are maintained free, the former have 
to pay a contribution towards their maintenance and, despite 
the reduced sickness benefit paid to long-stay hospital 
cases and to the fact that welfare cases are mostly pen- 
siorters—contributory or non-contributory—the patients 
themselves regard it as an anomaly and resent the differen- 
tiation. It is difficult to understand why the recommenda- 
tion in the Beveridge report that a “ hotel charge” should 
be made to hospital patients was never taken up. 


Interlocking of Preventive and Curative Services 


As a further example of the interlocking of preventive 
and curative medicine, the local authorities, 35 years ago, 
started clinics, mainly in general voluntary hospitals, for 
the diagnosis and treatment of venereal diseases. The 
patient was diagnosed, treated, and rendered non-infectious 
as speedily as possible, and this is probably the most impor- 
tant and effective method of reducing the incidence of these 
diseases. But education of the public, case-holding, and 
contact-tracing were also essential parts of the scheme. 
Except for education of the public, all these functions with 
their important preventive aspects are now largely in the 
hands of the hospital boards, which thus carry out important 
preventive functions. Further, doctors in the clinical field 
are to an increasing extent giving advice to their patients on 
how to prevent a recurrence of the illnesses for which they 
have been consulted. But Dr. Edwin L. Crosby, President 
of the American Hospital Association (International Hos- 
pital Federation, 1953), says, and the same applies to this 
country, “ Education of the patient and his family while 
he is being treated in the hospital . . . is a relatively unex- 
plored area that merits increasing attention.” 

I hope that I have made it clear that there can be no 
clean-cut line of demarcation between the work of hospital 
and health authorities so far as preventive and curative 
medicine are concerned. While hospitals may work prim- 
arily on the curative side, they carry out important preven- 
tive work. On the other hand, health authorities have a 
vital interest in much of the work of the hospitals, particu- 
larly when, as in their child welfare andgchool health work, 
they discover children in need of hospital treatment. In 
consultation with the family doctor, they refer them to 
hospital and so often prevent a minor condition developing, 
because of lack of early treatment, into something serious. 

Local health authorities have, moreover, many important 
functions which have no direct concern with preventive 
medicine, however widely defined. These have been placed 
upon them because their boundaries are defined, and between 
them they cover the whole country. When Parliament 


imposes a duty upon them to provide a service everyone. 


knows where the responsibility lies, and it cannot be evaded. 
This is very important in some instances, such as, for ex- 
ample, the taking into institutions of persons of disordered 
mind for whom care is needed for the protection of them- 
selves or others. A duty of the local health authorities is to 
provide a 24-hour service of “ duly authorized officers ” who 
proceed at once to any place where ‘it is alleged that there 
is a person of unsound mind who is in need of institutional 
care. In the mental health and mental deficiency services 
the officers of the local authorities find the patients and the 
hospital authorities are supposed to find the beds, but, in 
at least the mental deficiency services, there is a lamentable 
lack of an adequate number. 

The work of the “ duly authorized officers " was formerly 
a duty of the, now abolished, relieving officers. Before 
1948 these officers could also require a public hospital to 
admit any sick person from their area for whom hospital 
care appeared to be essential. He relied for advice on 
medical matters on the “ poor law medical officer.” This 
power to require admission was possible because the public 
hospitals then served specified districts. Many think it 
unfortunate that with the nationalization of the hospitals 
there is no longer any special obligation on individual hos- 
pitals to find room for the sick in their vicinity: nor is 
there, now, any local official who can require them to 
make room. I should, however, make it clear that in my 


experience there is little or no difficulty in finding a bed ' 


forthwith for an acute medical or surgical emergency. The 
difficulties arise in the long-stay or potentially long-stay 
cases, the tuberculous, the mentally defective, the chronic 
sick, and the aged. It would appear that the prospect of 
obtaining a bed decreases materially with advancing age. 
Another utilitarian service provided by local health 
authorities is the ambulance service. The accident ambu- 
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lance service takes the patients to the hospitals—that is, it 
provides clients for the casualty or in-patient departments. 
The reverse occurs in the removal or transport section’ of 
the ambulance service. Here, the hospital or the general 
practitioner orders the free ambulance or transport and the 
local health authority has to provide the vehicle and the 
driver and foot the bill, recovering, however, half from the 
taxpayers’ money distributed by the Ministry of Health. 

This criss-cross of administration under which one 
authority must look to another to carry out some of its 
functions—and few things can be carried to completion by 
the same administrative body from initiation to completion 
—is bound to lead to slowing down of action, increased 
paper work, and added expense. 

Another function of local health authorities is to provide 
domiciliary nursing. The “ordering” of this, generally, is 
done by a general practitioner, or, for a patient about to be 
discharged, by a hospital. A similar service is that of 
“home” or “domestic” helps, but it is not a statutory 
duty of local health authorities to provide this service. It 
is only a “ power” which Parliament says the local authori- 
ties may exercise if they wish. The local authorities, there- 
fore, can in this service decline to comply with the wish of 
a general practitioner or a hospital that a home help be 
provided. In practice, however, it is unusual for such a 
request to be declined, though there may be difficulty in 
meeting it fully. From my recent visits to other countries 
I gather that this type of service under a public authority 
is unique to this country. 


" ‘The Maternity Services 


It is perhaps in the maternity services that interlocking 
of function between the three branches of the National 
Health Service is most pronounced. Hospitals can provide 
a complete antenatal clinic service for their booked patients, 
and, though they are asked by the Ministry of Health, 
following advice given by the Central Health Services Coun- 
cil, only to book patients who need a bed on obstetrical or 
social grounds—the latter being determined by the local 
health department—some hospitals accept all comers. 

Local health authorities have the duty to provide a service 
of domiciliary midwives, and they also provide antenatal 
clinics. Sometimes hospitals send their booked cases to 
municipal antenatal clinics for intermediate supervision and 
the clinics send them back at the 36th week, or immediately 
on the occurrence of any abnormality. Hospitals can also 
ask the midwives or health visitors of the local authority to 
look up those who should have attended the hospital ante- 
natal clinic but have defaulted in doing so. Some hospitals 
which are training schools for midwives have an extern 
department which is part of the local authority’s midwifery 
scheme and paid for by it. Some expectant mothers still 
book a domiciliary midwife and leave it to her to call in a 
doctor, as required by the rules of the Central Midwives 
Board, should any abnormality occur. In this case the 
doctor is paid by the local health authority. On the other 
hand, the patient may book a doctor for the domiciliary 
confinement, and he may be either a general-practitioner 
obstetrician on the special list or the patient’s own doctor. 
In either case he is paid by the executive council. The 
patient in these cases also has the services of a municipal 
midwife, who, again, may either act as a midwife, if the 
booked doctor does not attend the actual confinement, or 
as a maternity nurse if he does. 

The patient may receive all her antenatal care from the 
doctor and the midwife or she may attend the municipal 
antenatal clinic for educational lectures, blood tests, ante- 
natal exercises, and medical supervision as well. The hos- 
pital is concerned in these cases in that they may be sent 
there if any serious emergency arises, and maternity hospital 
provision in every area must take account of this contingent 
liability. Again, if post-partum haemorrhage or other 
serious mishap occurs, the hospital may be asked to send 
to the home the “ flying squad.” The domiciliary doctor 
also may at any time call in a specialist obtained from, 


and paid for by, the hospital board, for a consultation at 
the patient’s home. Those with a liking for tidy adminis- 
tration are horrified by this jumble of authority, but, despite 
it, the maternal mortality has been reduced spectacularly 
in recent years, and preventable deaths are very rare. 


Almoners and Health Visitors 


Another overlapping field concerns the work of hospital 
almoners and of the health visitors employed by the local 
health authorities. Now that almoners are no longer con- 
cerned with the assessment of means and the collection of 
money, and now that doctors are more alive to the part 
played by occupational, environmental, and economic 
factors in the causation and prognosis of disease, almoners 
are increasingly called upon by hospital staffs to supply 
information on these matters. On the other hand, the duties 
of health visitors as set out in the National Health Service 
Act, 1946, are: “Giving advice as to the care of young 
children, or persons suffering from illness, and of expectant 
and nursing mothers and as to the measures necessary to 
prevent the spread of infection.” The Ministry of Health 
has expressed the view that, normally, hospital almoners 
should not pay home visits and that information needed 
about home conditions should be obtained from health 
visitors, who should be the family case workers. 

Again, local health authorities have responsibilities for 
aftercare, and some, by agreement with hospitals, follow 
up in their homes and as helpers of the family doctor cases 
of gastric and duodenal ulcer and of diabetes discharged 
from hospital. Some mental hospitals employ their own 
psychiatric social workers to make home inquiries: others 
ask the local authorities to do so. Some institutions for 
the mentally defective have their own staff to supervise 
pra patients out on licence: others use local authority 
s 

Local education authorities have statutory responsibilities 
for safeguarding the health of schoolchildren. They must 
provide for routine medical examinations, and if treatment 


is found to be necessary they must see that the child gets it | 


from a general practitioner, at a hospital, or at a school 
clinic. Yet some hospitals steadfastly refuse to pass informa- 
tion to the school medical officer about schoolchildren under 
their care, on the grounds either of inadequacy of clerical 
staff or of a breach of the doctor-patient relationship. All 
would agree that the parents’ consent to the transmission 
of the information should be obtained, but when it is put 
to the parents that it is in the interests of the child’s educa- 
tion refusal is extremely rare. 

The above are only examples of the interlocking of the 
health and hospital services and of some of the difficulties, 
actual and fotential, met with in the desire to achieve 
adequate integration. Having regard to the “ oneness” of 
preventive and curative medicine, any attempt to allot only 
preventive services to local authorities.and only curative to 
hospitals would be doomed to failure. 


General, Practitioners and the Hospital Service 


The Scottish Health Services Council (1952) has recently 
examined and reported upon the relationship between the 
general practitioner and the hospital service. It refers to 
the method of appointment of specialists, and points out 
that it is now difficult, if not impossible, for the general 
practitioner, even with the requisite qualifications and 
experience, to obtain a post as a consultant.- It also dis- 
cusses the use made of the general practitioner in institu- 
tional midwifery and the absence of full facilities for the 
general practitioner to follow his patients into hospital. 
A fourth point is the difficulty of access by the general 
practitioner to the ancillary services provided by the hos- 
pitals, particularly those of the x-ray and pathological 


' departments. 


It recommends that the specialist establishment of a hos- 
pital should include provision for doctors who are engaged 
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partly in general and partly in specialist practice. They 
commend as part of a long-term policy the establishment 
of general-practitioner wards or blocks associated with 
general hospitals and the continuance of existing cottage 
hospitals. It also recommends direct access of general 
practitioners to hospital x-ray and pathological departments. 
A step forward, however, is the new provision by which 
consultants can be called in for a domiciliary consulta- 
tion under the Act. This provides that personal contact 
between consultant and general practitioner which is so 
desirable. 

It may also be mentioned here, with regard to the relation- 
ship between general practitioners and the local authority 
health services, that the Act has, on the whole, tended to 
make it closer, particularly as compared with the relationship 
with the hospital service, where the Act has severed the 
former bonds. The practitioner can be helped materially by 
several of the local authority services, particularly the home 
help, the home nursing, and the ambulance sections. There 
is an interesting development in a few areas where a health 
visitor is attached to a general practitioner, and this, again, 
may well forge a link between all the services at the local 
level. The attendance of the medical officer of health at 
meetings of the local medical committee has enabled each to 
understand, and appreciate, the problems of the other. On 
the hospital side, it would help to close the gap if, to an 
increasing extent, medical officers of health were co-opted 
on to the medical staff committees of hospitals. 


The National Health Service: A Divided House 


It is recognized generally that a weakness: of the new 
service is the division of its administration into three separate 
compartments, and that it is essential that all who work 
in it should realize that there is only one National Health 
Service, that all proposals for development and change 
should be discussed with representatives of the other ser- 
vices, whose own work, in some way or another, is likely 
to be affected. Professor James M. Mackintosh in an 
address to the Royal Medical Society at Edinburgh in 


‘February, 1951, said: “In the entire Act there is no broad 


conception of a national health policy, only a fragmenta- 
tion. It has failed because it has set a gulf between 
divisions which ought to have been brought together—the 
hospital, the general practice of medicine, and the public 
health service.” Above all, there must be a _ regular 
exchange of information so that all concerned may be aware 
of what is going on and what is proposed, so that they can 
put forward their comments before it is too late. 

All this means more and more time on paper work and 
attendance at committee meetings, but it is part of the price 
we pay for rationalization, nationalization, or whatever 
word we use for attempting to do things comprehensively 
and on a nation-wide or large scale. A committee of the 
Central Health Services Council (1952) spent many months 
in 1951 considering how the National Health Service could 
be more closely integrated and function as one service 
instead of three separate dominions. It-gathered much 
information and it was clear that in some localities valiant 
attempts are being made to bring together for consultation 
and discussion representatives of the three branches of the 
Service. It was felt that this could best be done at the 
level of the hospital management committees, but this is 
not easy if the local government area contains several such 
committees or if the normal gathering-ground of the hos- 
pitals in the group covers several local government areas. 


A Unified Service 


Some may feel that the only logical solution of all these 
administrative difficulties is to have for each area one, and 
only one, body responsible for the administration of all 
three branches. This involves many difficult questions. 

In the first place, should the administrative responsibility 
be in the hands of nominated or elected bodies ? It is the 
general experience that nominated bodies have not the same 


sense of financial responsibility as elected ones. Possibly 
because of this, hospital boards and management com- 
mittées have been subjected to tighter and tighter control 
by the Ministry of Health. 

Comparisons are sometimes drawn between the hospital 
service, administered locally by a multitude of boards and 
committees whose members are unpaid, and corporate bodies 
like the B.O.A.C., and the Coal, the Gas, and the Electricity 
Boards. They are reputed to be administered on more 
business-like lines and are given more financial freedom 
than are hospital boards. The late Viscount Dawson was 
attracted by an administ: :ion based on that of the B.B.C., 
and Dr. Stephen Taylor (1951, 1952) would administer the 
service by small boards of paid directors. Not everyone 
would agree that the corporate bodies mentioned have the 
advantages claimed, but the essential difference between the 
two types of service is that all the corporate bodies are 
revenue-earning. They all sell something, and, despite the 
shocks received by the taxpayers when they show a deficit 
which has to be provided from public funds, they are, at 
least in theory, supposed to pay their way and to cover their 
expenditure by revenue, The B.B.C., however, is now an 
exception, though at first it conformed to the general rule 
that it should be self-supporting. It does now receive sub- 
sidies for its foreign broadcasts, but even this may be 
regarded as a sale to the Government of services which 
could not otherwise be provided economically. 


Financial Problems 


Unless, as is most unlikely, there is a radical change in 
the basis of our hospital service and, as in the U.S.A. and 
in certain States of Australia, hospital revenue is derived 
from contributory schemes—voluntary or compulsory—and 
from patients direct, hospitals will always be a heavy charge 
on public funds. It would not be impossible to devise a 
scheme which would substitute a small nominated body for 
the Minister of Health and his officers and put it in charge 
either of the hospital and specialist service alone or of the 
whole of the National Health Service, give it a global sum 
which would have to be settled annually by Parliament, and 
tell it “ to get on with the job.” But it is extremely doubt- 
ful if this would accord with Parliamentary principles as 
applied to the expenditure of such vast sums of public 
money. Further, in my view, their stick would be heavier 
than that of the Ministry and used more often. Also, in my 
opinion, it would in the long run cost more for administra- 
tion. 

Before 1948 a not unsatisfactory balance was maintained 
between the aspirations of those who wished to extend and 
develop hospital services and what could be afforded on 
hospitals by the fact that the spenders of the money—that 
is, the hospital boards and committees—had to raise it 
themselves. In the case of voluntary hospitals the members 
had to look round for sources of increased revenue, and in 
the local authority hospitals, where the money came from 
the ratepayers, they had to subject themselves to the elec- 
torate every three years and run the risk of being turned out 
if they had been either too parsimonious or too extravagant. 
In any case they were subjected to searching questions 
about the hospitals at election, and, indeed, at any other 
time. 

It was hoped when this service started that hospitals 
would be provided by the Ministry with adequate funds, 
not only for the maintenance but also for the development 
of the hospital service, and that considerable freedom would 
be given to hospital boards and committees in the way they 
were spent. This might well have happened if hospital 
costs had not risen steeply during the past few years. 
Incidentally, they have risen just as steeply in other 
countries. With these rising costs and the amount of money 
which Parliament can properly vote, having regard to the 
total national income and the competing claims of other 
national ‘services, being not unlimited, financial control 
becomes imperative at least as regards the total bill. The 
extent to which it needs. to be detailed depends on the 
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importance attached in a national service to all parts of the 
country being provided with the same type and range of 
service and to people doing the same job getting the same 
rate of pay, and having the same conditions of service, and 
on staffing ratios being reasonably similar in comparable 
hospitals. Organizations representing staff insist on at least 
minimum rates of pay negotiated nationally for the same 
job, and the Ministry, as the paymaster, not unnaturally 
desires uniformity so that special rates of pay given to a 
particular individual may not be used as a bargaining-point 
for a general all-round increase. 

Capital expenditure has had to be curtailed because of 
the licensing system, necessitated by the shortage of money, 
building materials, and building labour. One last point on 
finance which I have heard on my travels abroad is that 
unless rising hospital costs can be curbed, hospitals, except 
for the most serious illnesses, and then for the shortest 
possible length of stay, will almost price themselves out of 
existence, as neither the public nor any private purse will 
be able to afford them. There is little wonder that increas- 
ing attention is being paid everywhere to schemes for keep- 
ing people out of hospital and caring for them, whenever 
possible, at home. 

All the above has a bearing on the question I am dis- 
cussing—namely, should the administration of the three 
branches of the service be combined and should the local 
control be in the hands of nominated or elected bodies ? 
If the administration of the three branches is combined— 
which, as I have indicated, would remove many anomalies— 
it could function only through nominated bodies if the whole 
charge were met from Government sources. If the rate- 
payers’ money is involved, then, under our system of local 
government, elected representatives who are empowered to 
levy a rate must be included. It should be mentioned here 
that bodies nominated by the Minister, in effect appointees 
of the Minister, cannot bring pressure to bear on a 
Ministerial department to the extent that an independent 
elected body can, particularly if it is spending its own money 
and not entirely that of the Minister. There is a stronger 
case for a nominated body if the hospital service is to remain 
separate from the other two branches. 


Local Government 

The removal of the personal health services from local 
government would, however, be a very serious matter. 
Speaking quite generally, the local authorities have made a 
success of their health services, in which they have taken 
a deep interest. The occasional failure receives the head- 
line ; the success goes unnoticed. Another very important 
branch of local government work is the education service, 
of which the school health service is an integral part. It 
also makes a substantial contribution to the health of a very 
important age group. The school health service is outside 
the National Health Service, and the removal of the latter 
service to an independent body, outside local government, 
would be a major disaster to the education service. The 
anomaly of separate administrations dealing with the health 
problems of children under school age and of school- 
children, against which a Royal Commission reported in 
1926, would be revived. It must be remembered that the 
school health service involves not only the routine medical 
examination of the children but also the selection of children 
for special education, and advice on school buildings, school 
furniture, and school meals. 

It is essential also that the new children’s departments 
dealing with orphans and neglected children and the welfare 
departments dealing with the aged and infirm and with 
handicapped persons should have expert medical advice 
readily available. In fact, there are few departments of 
local authority work which do not call on, from time to 
time, the medical officer of health for his advice. Some- 
times the advice is unpalatable, but it is accepted from their 
own trusted officer when it might not be if it came from 
an officer employed, and paid, by the Government. All 
this is apart from the duties of the local health officer in 
connexion with the control of epidemics and environmental 


hygiene. If the present health services of local authorities 
were transferred to a new organization of nominated 
members deriving all their money from Government sources, 
a major part of the scaffolding of local government would 
fall and incidentally there would be little or no case for 
local authorities employing whole-time trained health officers 
and medical administrators. Even if they did, the scope 
of the duties would be unattractive compared with other 
opportunities in the field of medical administration. Further, 
administrative difficulties which are not quite germane to 
our subject, and therefore will not be pursued, would arise 
if the work of the executive councils were transferred. to a 
similar nominated body. 

The answer, then, to the question whether the three 
branches should be combined and administered centrally 
by the Ministry of Health and locally by nominated bodies 
is that it would be inadvisable. 


Local Administration by Elected Bodies 


Next, let us turn to the possibility of their local adminis- 
tration by bodies wholly or partly elected. It will be 
assumed that there should be nominees of the professional 
interests concerned, though this is a departure from normal 
administrative procedure in this country, where, until 1948, 
professional experts were advisers, and not members, of the 
body which was in financial control and which determined 
policy. This is still the procedure at central and local 
government levels, though most local health authorities 
co-opt a few professional members on their health com- 
mittees. It is interesting that the professional groups who 
insisted, and in the circumstances of the time did so pro- 
perly, on being represented on every committee dealing 
with hospital work now complain of the long hours they 
have to spend attending committees to the detriment of 
their professional work. 

A point against elected bodies for the control of hospitals 
is that there are invaluable members of hospital boards and 
committees who belong to no political party, who would 
decline to submit themselves to the electorate, and who 
would be unable or unwilling to take part in the general 
work of local authorities. Provision, therefore, would have 
to be made for the co-option of at least some of them. 
There are, on the other hand, many members of local 
authorities who are intensely interested in hospital and 
health problems and are prepared to devote much time to 
committee work. Some of these are giving, under the present 
organization, active and valuable service to local authorities 
as elected members, and to hospital boards and committees 
as nominated members. 

Local health authorities now nominate one-third of the 
members of executive councils. If they were able to 
nominate a proportion of the members of a new body 
administering all three branches of the National Health 
Service, it would help to ensure that local opinion could be 
expressed by those who had, at least, the confidence of those 
who had elected them to the local authority. Moreover, 
it would help to bring the two administrations—local 
authority and the health services—more into alignment and 
might lead to the local medical officer of health holding a 
joint appointment, carrying out for the local authority, as 
their own officer, the various duties outside the National 
Health Service which would remain with them and, for the 
new authority, the duties which would be transferred to it, 
and which up to then would have been under his direct 
administration. If the money were not all provided 
centrally, that portion of the budget represented by services 
financed, partly or wholly, by the local rates would have 
to be submitted to the finance committee of the local 
authority concerned. 

The conception of an ad hoc body elected specially by 
popular vote, and with power to precept on local authorities, 
for the administration of the combined service can be ruled 
out. The school boards and the boards of guardians, elected 
on such a basis, have now both disappeared. John Stuart 
Mill (1861) says “ that there should be but one elected body 
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for all local business, not different bodies for different parts 
of it. . . . The local, like the national, Parliament has for 
its proper business to consider the interest of the locality 
as a whole.” Except for later ideas involving two-tier 
government, as in county council areas, he is probably 
right. 

[The second lecture, together with a list of references, 
will appear in our next issue.] 
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During the neonatal period minor staphylococcal infec- 
tion is a frequent occurrence. The recorded incidence 
of such infection depends so much on the criteria 
adopted and on the care with which minor septic lesions 
are looked for that a close comparison of published 
figures is of limited value. The wide variation in 
recorded neonatal skin and conjunctival sepsis rates in 


TaB_e I.—Reported Neonatal Skin and Conjunctival Sepsis Rates 
in Maternity Units 











. Skin Conjunc- 
Author Period Sepsis tivitis 
Henderson (1943) 1940-1 68% : 
Corer (1946) 1944-5 656% | 13: 3.488, 
(2 maternity ead 10-0°% 17-6% 
Frazer (1948) we oa 1946-7 1-58% 0-619 
Roscoe (1949) 00 of ee {26/2 4-329) 
Q peneay units) 5-49 1-62% 
Gaisford et al. (1951) 1949 4-7% 29% 
Barber et al. (1949) 1949 3-6% 9-2% 
Present series: 
Western General Hospital, 1951 1951 2-3% 41% 
Eastern General Hospital, 1951 1951 2-34 4-2 











various maternity units in this country is shown in 
Table I. These figures do not refer to staphylococcal 
infection alone, but this is responsible for most of the 
skin and conjunctival sepsis in the neonatal period. 
Henderson (1948), for instance, has shown that the inci- 
dence of staphylococcal infection in neonatal conjuncti- 
vitis is approximately 80%. We have found, from 100 
consecutive swabs from septic lesions of the skin and 
conjunctiva, that where an organism was isolated the 
incidence of staphylococcal infection was 91%. No 
growth was obtained from 18 swabs. 

In the two main maternity units in our group of 
hospitals births numbered 1,093 and 1,296 respectively 
during 1951 and the sepsis rates given are derived from 
the routine records on the baby charts. An attempt is 
made to record all septic lesions, no matter how small. 


*Based on a re Settvored to the Scottish Paediatric Society 
on June 13, 1952 Dr. Forfar. 





No deaths from staphylococcal sepsis occurred during 
the lying-in period, but one baby (Case 3) was re- 
admitted to hospital and died from staphylococcal infec- 
tion, almost certainly acquired during his stay in one of 
the maternity units. 

Most neonatal staphylococcal infections are trivial 
and short-lived, but they are potentially dangerous. A 
few years ago penicillin provided a weapon with which 
the severer types could be successfully treated, and its 
use soon spread to the treatment of minor lesions and 
even to prophylaxis (Wallace, 1947; Muhl, 1949). In 
recent years the emergence of resistant strains has ren- 
dered penicillin ineffective in the treatment of many 
staphylococcal lesions. There is a rising incidence of 
such strains (Barber, 1947; Barber and Rozwadowska- 
Dowzenko, 1948), particularly in hospitals (Forbes, 
1949; Rountree and Thomson, 1949; Barber ef al., 
1949). The newer antibiotics aureomycin and chloram- 
phenicol have so far provided effective therapy in most 
resistant infections (Banks, 1952; Lancet, 1952). 


It is the purpose of this paper to report several cases 
of serious staphylococcal infection in the newborn in 
which resistance to antibiotic drugs played an important 
part, to record a few observations on the background 
of staphylococcal carriage and infection in one of the 
maternity units from which some of the cases arose, 
and to draw attention to some of the problems of diag- 
nosis, of management, and of treatment which such 
staphylococcal infections raise. 


Case 1 


A baby girl, born in a nursing-home, birth weight 
5 Ib. 10 oz. (2.55 kg.), was admitted from her own home to 
hospital at the age of 44 weeks with a swelling of the left 
upper arm of three days’ duration. This had been accom- 
panied by pyrexia, and on the day before admission she 
had been given 200,000 units of penicillin. 

On admission a purulent discharge from the left eye was 
noted. No growth was obtained from an eye swab. No 
other septic lesions were found. The white-cell count was 
6,000 per c.mm. Radiological examination of the affected 
humerus showed osteomyelitis with patchy destruction of the 
lower end. Intramuscular penicillin, 100,000 units three- 
hourly, was given. 

On the following day an abscess had formed and was 
incised, a large amount of pus escaping. On culture a 
profuse growth of Staphylococcus aureus sensitive to peni- 
cillin, streptomycin, aureomycin, and chloramphenicol was 
obtained. Despite the continued administration of penicillin 
the pyrexia persisted and the child’s condition deteriorated. 
On the third day after admission she developed a cough, 
rapid shallow respirations, moist sounds at both bases, and a 
slight haemoptysis. An x-ray film of the chest showed con- 
solidation at both bases. The white-cell count was 19,200 
per cmm. Aureomycin, 250 mg., and chloramphenicol, 
125 mg., six-hourly, were begun. 

Two days later pus from the wound in the left arm grew 
on culture a coagulase-positive Staph. aureus resistant to 
penicillin but sensitive to streptomycin, aureomycin, and 
chloramphenicol. At this time an abscess developed in the 
left parieto-occipital region. This required incision after 48 
hours, and appeared to have arisen from infection of the 
underlying bone. A coagulase-positive Staph. aureus highly 
sensitive to streptomycin and chloramphenicol, moderately 
sensitive to aureomycin, and resistant to penicillin, was 
grown. 

Penicillin was given for 17 days after admission. Treat- 
ment with aureomycin and chloramphenicol was continued 
for almost a month on account of several relapses of respir- 
atory infection. After a period of two months the child had 
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improved considerably and was discharged home. Radio- 
logically, several post-pneumonic pneumatoceles still existed. 
The humerus had almost completely re-formed. 

Comment.—Conjunctival sepsis may have been the original 
focus of infection in this case, which illustrates the wide- 
spread metastatic dissemination which staphylococcal infec- 
tion in the newborn may undergo. The staphylococcus 
isolated from pus drained from the original abscess of the 
left arm was penicillin-sensitive. Four days later pus from 
the same source revealed a penicillin-resistant organism. 
Presumably two strains of staphylococci, a penicillin-sensitive 
and a penicillin-resistant, were present initially, as resistance 
could hardly have developed within four days. Growth on 
culture of the sensitive organism only; created a false sense of 
security, and although penicillin rapidly removed this strain 
it produced no clinical improvement. The response of the 
original osteomyelitis to chloramphenicol and aureomycin 
was satisfactory, although these drugs did not prevent 
further progress of the infection to the scalp. They produced 
no dramatic improvement in the chest infection, but it seems 
doubtful whether the child would have survived without 
them. 

Case 2 

Birth weight 8 lb. 9 oz. (3.98 kg.). Condition satisfactory 
at birth. Discharged home after ten days. Two weeks later 
paronychia was noted on several fingers of each hand and 
local treatment with gentian violet was given. Three weeks 
later a septic spot on the right arm developed into a sub- 
cutaneous abscess. Three days thereafter her breathing 
became distressed. 

Now 6 weeks old, she was admitted to the children’s unit 
acutely ill with severe dyspnoea, high fever, clinical evidence 
of pneumonia, and a pleural effusion. Diagnostic aspiration 
showed thin yellow pus. The white-cell count was 21,000 
per c.mm. Penicillin was given, but next day the tempera- 
ture rose higher and the effusion had increased. Penicillin, 
50,000 units, was injected into the pleural cavity. Culture 
of the pleural fluid showed the presence of Staph. aureus 
resistant to penicillin and streptomycin but sensitive to 
aureomycin and chloramphenicol. She was then given 
aureomycin, 500 mg. daily. This produced constitutional 
improvement, but further chest aspirations and finally open 
drainage were required. 

Thereafter gradual re-expansion of the lungs occurred, and 
was complete three months after the illness started. At that 
time the baby’s health was excellent. 

Comment.—On admission to the children’s medical ward, 
the diagnosis of empyema was made, but it was not appre- 
ciated that the infection could be traced back to staphylo- 
coccal skin sepsis immediately after discharge from a 
maternity unit. Consequently, valuable time was lost before 
effective antibiotic therapy was instituted. The final result 
was satisfactory, yet it seems likely that immediate treat- 
ment with aureomycin or chloramphenicol might have 
resulted in a much less serious and prolonged illness. 


Case 3 


A baby boy, birth weight 6 Ib. 1 oz. (2.75 kg.), was dis- 
charged home on the ninth day, gaining weight. On the 
twelfth day slight conjunctival injection was noted in the 
right eye. The next day the eye was swollen and a purulent 
discharge appeared at the right nostril. The family prac- 
titioner began injections of procaine penicillin, 300,000 units 
daily. These were continued for five days without improve- 
ment. At the end of this time the left arm was thought to 
be paralysed. No signs of toxaemia were noted. 

Now 18 days old, he was readmitted to hospital. The 
right eye and cheek were swollen and dusky with abundant 
purulent discharge from the left nostril. Over the inner 
aspect of the right ankle there was a fluctuant swelling. The 
left upper arm was swollen. Deep subperiosteal oedema 
could be detected with some difficulty. No radiological 
evidence of bone destruction was found. Pus obtained from 
the nose and ankle grew Staph. aureus sensitive to strepto- 


mycin, chloramphenicol, and aureomycin and slightly sen- 
sitive to penicillin. Chloramphenicol was given before this 
result was available, and as the immediate clinical response 
was excellent it was continued. Three days after admission 
a subperiosteal abscess over the left humerus required in- 
cision. Antibiotic therapy was stopped on the eleventh day. 
Within 24 hours an acute relapse set in, involving all the 
previously affected areas. An x-ray film now showed gross 
destruction of the left humerus and some destruction of 
the right maxilla. Chloramphenicol again effected rapid 
improvement. Further sensitivity tests confirmed the original 
findings. 

Progress, though slow, was satisfactory for four weeks. 
A persistent slight nasal discharge, however, suggested that 
the maxillary infection had not been entirely overcome, and 
after 28 days’ continuous treatment with chloramphenicol an 
acute re-exacerbation occurred. A nasal swab grew Staph. 
aureus which was still reported sensitive to chloramphenicol. 
Aureomycin (125 mg. every six hours) was substituted for 
chloramphenicol, and improvement occurred within 24 hours. 
This treatment was continued for three weeks until repeated 
nasal swabs showed no evidence of staphylococcal infection. 
A solid involucrum formed over the left humerus and the 
patient was discharged home gaining weight and with full 
movement of the left arm. Routine surveillance over the 
next eight weeks showed satisfactory progress. At the end 
of this time he was readmitted to the ward with a reactiva- 
tion of his humeral infection. The sensitivity of the Staph. 
aureus cultured remained as before and there was a rapid 
response to aureomycin. 

Comment.—With an effective antibiotic it is unlikely that 
the initial infection would have undergone such widespread 
dissemination or that local bone destruction would have been 
so extensive. The rapidity of the relapse when chloram- 
phenicol was stopped after 11 days suggests that large num- 
bers of viable staphylococci were still present despite the 
absence of clinical evidence of activity for seven days, and 
is a warning against too early cessation of therapy with a 
drug which is bacteriostatic. The second relapse after 28 
days’ continued treatment emphasizes that even a sensitive 
organism may persist unhindered in abscess cavities. 


Case 4 


A baby boy, birth weight 7 Ib. 10 oz. (3.4 kg.). On the 
third day, on account of suspected early respiratory infection, 
he was given chloramphenicol, 350 mg. daily, and this 
was continued until his discharge on the fourteenth day, 
when he appeared well, The cord had not completely 
separated. 

Three days later he was readmitted on account of sudden 
anorexia and apathy. He was pale and listless. No cry 
could be elicited. No enlargement of liver or spleen was 
noted. The umbilicus was encrusted with a recent blood- 
stained discharge, but there was no exudate. The white-cell 
count was 4,800 per c.mm. 

Chloramphenicol was started immediately——350 mg. daily, 
divided into four doses. During the next day he seemed 
somewhat improved, but the rectal temperature, which was 
99° F. (37.2° C.) on admission, rose to 102° F. (38.9° C.). 
Two days after admission the respirations became a little 
distressed. The liver now appeared slightly enlarged. Dur- 
ing the night the baby was found dead. 

Post-mortem Examination.—Phlebitis of the umbilical vein 
was present with multiple abscesses throughout the liver. 
There were septic infarcts in the lungs, kidney, and heart ; 
the latter involving a large coronary artery and resulting ia 
severe muscle necrosis. Culture of various abscesses pro- 
duced Staph. aureus resistant to penicillin, slightly sensitive 
to aureomycin, but markedly sensitive to chloramphenicol 
and streptomycin. 

Comment.—The pathological findings suggest that infection 
originated from the umbilicus and spread via the umbilical 
vein. This spread must have developed during the time 
chloramphenicol was being given. In the presence of a 
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sensitive organism chloramphenicol was administered for 14 
of the 19 days which this infant lived, and it must be con- 
cluded either that a dosage of 50 mg. per lb. (110 mg. 
per kg.) daily was incapable of maintaining adequate tissue 
levels or that on this occasion there was present a degree 
of in vivo resistance which the in vitro test did not reveal. 
That gross visceral infection may develop in the newborn 
without distinctive clinical signs and without leucocytosis was 
well illustrated. 
Case 5 


Birth weight 8 Ib. 13 oz. (4 kg.). On the sixth day 
a purulent conjunctival discharge was noted, and culture 
produced Staph. aureus resistant to chloramphenicol and 
penicillin, but sensitive to aureomycin. Treatment was 
started with aureomycin, 500 mg. daily. 

On the twelfth day, aureomycin therapy continuing, an 
abscess had developed in the left breast which on incision 
was found to originate from infection of the underlying rib. 
Culture produced a Staph. aureus sensitive to both chloram- 
phenicol and aureomycin. The continued use of aureomycin 
was attended by prompt recovery. 

Comment.—It is likely that two separate strains of 
staphylococci were involved in the initial infection, since it 
is unlikely on present evidence that a resistant organism 
could lose resistance to chloramphenicol within six days. 
The presence of two separate foci of infection strongly 
suggests blood spread, which, despite in vitro sensitivity to 
aureomycin, progressed while this drug was being given. 


Case 6 


Born by caesarean section at full term; birth weight 
5 Ib. 1 oz. (2.3 kg.). Some slight discharge from the eye 
was noted after twenty-four hours. 

On the eighth day a few small pustules in both axillae 
and over the shoulders and a deep firm mass on the left 
side of the neck appeared. Chloramphenicol was started, 
350 mg. daily. Despite treatment the mass increased in size 
and became fluctuant. Aspiration produced thick pus from 
which Staph. aureus resistant to chloramphenicol and peni- 
cillin but moderately sensitive to aureomycin and strepto- 
mycin was cultured. Aureomycin was given in a dose of 
250 mg. daily, and with occasional further aspiration the 
abscess healed. 

Comment.—Clinical chloramphenicol resistance was con- 
firmed bacteriologically. 


Bacteriological Studies 


During the period when the majority of the clinical infec- 
tions reported here occurred a limited number of tests were 
performed to identify the frequency and distribution of vari- 
ous types of staphylococci. In one of the maternity units con- 
cerned routine umbilical swabs were taken from the cord 
stump as soon as this separated, nasal swabs were taken from 
all the medical and nursing staff, and cultures were obtained 
from all cases with clinical infections, however benign, and 
sensitivity tests made. These results are presented in Tables 
Il, lI, [V, and V. The sensitivity tests were carried out with 
the impregnated disk technique described by Gould and 
Bowie (1952) modified in respect of the concentrations of 


Taste II.—Clinical Infections, 1951: Analysis of Antibiotic 
Sensitivity of Staphylococci Isolated from 56 Separate Infections 





















































Peni- Strepto- Chloram- Aureo- 
cillin mycin phenicol mycin 
Degree of sen- 
meagreemjol1|2|3}o[s}2[s}o}1j2}3/o}1 2]; 
No. .. 43]5]3]5/7]7]3 [39/8] 4] 6 J28| 2) 0} 2/41 
Total exam- 
ined‘ .. 56 56 46 45 
°% resistant. . 76°6 12°5 17-4 45 

















0=No inhibition. 1<Slight inhibition. _2—Moderate inhibition. 3= 
Inhibition equivalent to standard sensitive strain. 


TaBLe III.—Nasal Swabs (Hospital Staff) (51 Cases: Coagulase- 
positive, 26; Coagulase-negative, 22; no Staphylococci, 3) 
Antibiotic Sensitivity of Staphylococci (Coagulase-positive) 















































Peni- Strepto- Chloram- Aureo- 

cillin mycin phenicol mycin 
Sensitivity... }0]1/2]3/0/1/2]3/0/1]/2/3}o0]/1]2]3 
No: .. | 8 fiz} 4]2]/o [1] 1 4] 0/0] 2 24/0] oo fas 
%, resistant. . 30°7 0-0 0-0 0-0 

















Carriage rate for coagulase-positive staphylococci = 53%. 
- Sorriaee rate for coagulase-positive penicillin resistant staphylococci: 


TaBLE IV.—Routine Culture of Umbilical Swabs 

















Staphylococci Staphylococci No 
Total , ~ Coagulase- Stegtytocecsl 
positive negative solated 
121 73 | 20 28 
Carriage rate: 
Coagulase-positive staphylococci =60% 
Penicillin-resistant coagulase-positive staphylococci me # 
Streptomycin-resistant 9 ” ie 
Chloramphenicol - resistant a . =18- He 





a cin. ” ” 


Antibiotic Sensitivity of Coagulase-positive Staphylococci (73 Cases)* 


Peni- Strepto- Chioram- Aureo- 
cillin mycin phenicol mycin 


Sensitivity . . oj1/2/3}0}1 2]}3}/olil/2]/3]0 2|3 
No .. [47 [13 [a [12 8] 9 [44 for | 4] 2 [43] 4] 2 | 1 [6s 
% resistant. . 64-4 12-9 30-0 35 
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* Streptomycin and chloramphenicol sensitivity tests were not carried out 
on three cases and the aureomycin-sensitivity test was not out on one 
case. 


TaBLE V.—Comparison of Antibiotic Resistance of Staphylococci 
(Coagulase-positive) Isolated from Patients with Clinical In- 
fections and Adults and Infant Carriers 

















Peni- Strepto- | Chioram- | Aureo- 
Source | cillin ageia phenicol — 
Nasal swabs (staff) * p “0° 
Umbilical swabs (infants) | e 2-99 20 23 
Clinical infection (infants) || | 76- $6.68 13-38 i948? 














antibiotics. The concentrations used were as follows : 
aureomycin 25 wg. per disk; penicillin, 1 unit per disk ; 
streptomycin, 10 ug. per disk ; chloramphenicol, 10 «g. per 
disk. 

Results are expressed 0, 1, 2, or 3, corresponding with the 
diameter of the zone of inhibition : 0 represents resistance 
to the antibiotics in the concentrations noted above; 3 repre- 
sents a high degree of sensitivity. The correlation between 
reported degrees of sensitivity, the size of the zone of in- 
hibition, the coefficient of resistance of the tested organism, 
and the minimum inhibitory concentration of antibiotic is 
shown in Table VI. 

During the period under review the staff nasal carriage 
rate for coagulase-positive staphylococci was 53%. Similar 
figures have been published for other units : 53% by Roun- 
tree and Thomson (1949), 50% by Felsen et al. (1951), and 
56-68% by Barber et al. (1949). The percentage of nasal 
carriers of penicillin-resistant coagulase-positive staphylo- 
cocci among the staff (16.3) compares with other figures of 
32% (Rountree and Thomson, 1949) and 40-54% (Barber 
et al., 1949). Our figures for resistance refer only to 
organisms wholly resistant by the standard tests. 

Our umbilical staphylococcal carriage rate of 60% for 
coagulase-positive organisms compares with neonatal carriage 
rates of 62% in the nasopharynx (Martyn, 1949) and 54% 
in the conjunctiva (Barber et al., 1949), while the percentage 
of penicillin-resistant umbilical carriers (38.9%) compares 
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TaBLE VI.—Approximate Relationship Between Conventions Used 
in the Text and (1) Coefficient of Resistance (Sensitivity of 
N.C.T.C. 6571 Staphylococcus] sensitivity of Tested Organ- 
ism). (2) Minimum Inhibitory Concentration (ug./ ml.) 

















. Degree Zone Coef. Min. Inhib. 
Antibiotic of Diameter Resist Concn. 
Sensitivity (mm.) F (ug./ml.) 
Aureomycin. disk 3 >20 <4 <1 
= 25 ug. 2 12-20 4-40 1-10 
1 6-12 >40 >10 
0 No_ inhib- _ — 
ition 
Chloramphenicol 3 >18 <1°6 <2 
disk = 10 pg. 2 13-18 1-6-7 2-10 
1 6-13 7-20 10-30 
0 No _ inhib- >20 >30 
ition 
Penicillin disk = 1 3 >20 <5 <0-15* 
unit 2 12-20 5-20 0-15-0-6* 
(1 unit=0-6 ug.) 1 6-12 20-50 0-6-1-5* 
0 No inhib- >50 >1-5* 
tion 
er Yn 47 3 >19 <3 <1°5 
= 10 wg. 2 12-19 3-10 1-5-5 
1 6-12 10-20 5-10 
0 No _inhib- >20 >10 
ition 

















* Penicillin minimum inhibitory concentration expressed in units per ml. 

Conventions used: 3, highly sensitive; 2, moderately sensitive; 1, slightly 
sensitive; 0, resistant. 

In the case of aureomycin and chloramphenicol the term “‘ slightly sensi- 
tive“ can be seen from the table to be equivalent to a minimum inhibitory 
concentration of over 10 wg per ml. As serum levels greater than this are 
not normally attainable, these antibiotics are unlikely to be effective, when 
used systemically, against an organism reported as “‘slightly sensitive.” 
With penicillin and streptomycin, however, the fact that an organism is 
coperted as only “‘ slightly sensitive” does not necessarily exclude the possi- 

ty of effective systemic treatment. 


with a nasopharyngeal rate of 34% (Martyn, 1949) and a 
conjunctival rate of 43% (Barber ef al., 1949) for such 
organisms. 

Of the staphylococci isolated from clinical infections 
76.6% were penicillin-resistant. This compares with the 
reported figures of 53% (Rountree and Thomson, 1949), 
53.4% (Rountree et al., 1951), and 50% (Summers, 1952), 
for hospital staphylococcal infection in general. 

A comparison of the antibiotic resistance of organisms 
isolated from adult staff, from routine umbilical swabs, and 
from clinical infections reveals a close correspondence be- 
tween the latter two groups (Table V). This would suggest 
that in the production of septic lesions cross-infection within 
the nurseries is more important than infection from the staff. 

Penicillin resistance is well recognized. Chloramphenicol 
and aureomycin resistance are so far much less common. 


The percentage of aureomycin-resistant organisms here agrees | 


with the previous reports of Long et al. (1950) and of 
Fairbrother et al. (1951). Aureomycin has not been used 
nearly so extensively in this unit as chloramphenicol. Low- 
bury et al. (1952) have shown that the administration of 
aureomycin in a burns unit produced in a period of six 
months a rising incidence of aureomycin-resistant organisms 
and an increase in the degree of resistance of these organisms. 
They also showed that the routine oral administration of 
aureomycin did not reduce the nasal carriage rate of 
staphylococci, and that the percentage of aureomycin- 
resistant organisms among these staphylococci increased. 

Only 12.5% of clinical infections were resistant to strepto- 
mycin. This drug thus retains its value where a bactericidal 
effect is required. On account of the speed with which 
resistance may be acquired we have used it rarely, and only 
in the presence of serious sepsis. 


Dosage Employed 

Throughout the period under review the dosage of anti- 
biotics used has been standardized. Penicillin has been given 
by intramuscular injections of 50,000 or 100,000 units at 
intervals of four or six hours, according to the clinical indi- 
cations. Depot penicillin has not been used. 

We have given streptomycin (0.5 g. daily) by intra- 
muscular injections at intervals of six or twelve hours. 


Chloramphenicol and aureomycin have both been given 
by mouth as powder freshly removed from the capsule in 
a dosage of 50 mg. per Ib. (110 mg. per kg.) daily. Adequate 
serum levels have been found previously with a dosage 
of 11 mg. per kg. daily of aureomycin and 44 mg. per kg. 
daily of chloramphenicol (Hunt ef al., 1950). These and 
other studies (Ross et al., 1952) confirm that in young chil- 
dren such dosage can be expected to produce serum levels 
of 10 wg. per ml. even during severe infections. We lack 
knowledge of tissue levels in babies treated with the newer 
antibiotics. It would be of the greatest value in the proper 
assessment of therapeutic failure if these levels could be 
measured. We had supposed that free diffusion would 
occur to infected areas in bone, kidney, lung, and liver. 
Our; present experience suggests that this is not necessarily 
so with the dosage used (Cases 3 and 4). ° 


Discussion 


The cases reported illustrate the dangers which may attend 
minor staphylococcal infection in the newborn. While the 
recognition of minor infection of the conjunctiva, the skin, 
and the umbilicus presents little difficulty, it may be diffi- 
cult to determine when an infection has ceased to be local 
and external and has spread, as in Case 4, to involve deeper 
or more distant structures. In such cases the systemic 
response is often of value in differentiating a trivial infec- 
tion from a more serious one. Inactivity, failure to feed, 
diminished crying; the onset of pallor, vomiting, and pyrexia, 
occurring in a baby who has suffered from minor staphylo- 
coccal infections are warning signs which should not be 
ignored. Where there is the possibility that the initial local 
infection has been overlooked or where an infant born in 
hospital has developed serious infection after returning home 
the awareness of the high incidence of minor staphylococcal 
infection in infants born in hospital and the knowledge that 
the majority of the staphylococci are penicillin-resistant 
should, in differential diagnosis, give serious staphylococcal 
infection its due place and should remind those responsible 
for treatment of the limitations of penicillin therapy. 

In the control of antibiotic therapy the laboratory plays 
an important part, particularly in suggesting suitable treat- 
ment in individual infections both with regard to clinical 
result and to the avoidance of expensive drugs which 
may be ineffective. Broadly speaking, we have found that 
the in vitro assessment of antibiotic sensitivity has been 
paralleled by the clinical response to treatment with an anti- 
biotic which was assessed as appropriate, but there have 
been individual] variations to this, as in Cases 1 and 3. It 
is as well, therefore, to bear in mind the limitations of 
in vitro sensitivity tests and to be prepared to change the 
treatment on clinical grounds alone. It is often necessary, 


. too, with an infection of the neonate to begin treatment 


before the bacteriological report and the result of sensitivity 
tests are available. Under such circumstances failure to 
respond to treatment is a much more significant clinical guide 
to the organism’s sensitivity than rapid response, because 
of the frequency with-which spontaneous improvement may 
occur. 

On the basis of laboratory tests it is clear that resistance 
to antibiotics is an increasing problem, particularly in 
hospitals. There the high carriage rate of coagulase-positive 
staphylococci and the high incidence of drug resistance con- 
stitute a special danger to the peculiarly susceptible newborn 
baby. 

From the point of view of therapy the frequent difficulty 
of judging the severity of clinical infection, the natural 
tendency of so many lesions to heal without treatment, the 
occasional lack of correspondence between in vitro sensitivity 
tests and in vivo response, the time lag before the result of 
the bacteriological examination becomes available, the 
occurrence of drug resistance, and the danger of ultimately 
inducing this make a logical approach difficult. 

The prophylactic use of penicillin in hospitals had its 
advocates before the extent of resistance to it became so 
widely recognized. More recently it has been suggested that 
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aureomycin should be used in this way (Felsen et al., 1951). 
In the knowledge of the dangers of drug resistance this 
practice can scarcely be justified. 

The majority of minor staphylococcal infections heal 
without treatment. Records of such infections, and in 
particular accurate bacteriological data, may assume great 
significance in the light of any subsequent illness which the 
child may develop during the following weeks. For mild 
skin lesions antibiotic therapy is probably not indicated, 
local treatment with an antiseptic such as gentian violet 
usually being sufficient. With purulent conjunctivitis the 
position is rather different. The amount of infected pus to 
which such a lesion gives rise must be responsible for the 
heavy contamination of clothes, floors, dust, air, and per- 
sonnel. There is thus a case for controlling such lesions 
as early as possible. We have found local therapy with 
sulphacetamide, chloramphenicol, or aureomycin eyedrops, 
instilled at minute intervals for 30 minutes and thereafter 
every half-hour for 36 hours, effective in the majority of 
cases. Most infections clear within a few hours, but stub- 
born infections may require more than four days’ systemic 
therapy. 

The development of more serious sepsis often occurs after 
the child has returned home, and confronts the general 
practitioner in the first place. When diagnosis is difficult 
the fact that a baby has recently been discharged from a 
hospital maternity unit should bring the possibility of 
staphylococcal infection to mind, and such infection becomes 
increasingly likely if he is known to have suffered previously 
from a minor staphylococcal lesion. When the diagnosis is 
not in doubt the difficulty may be in determining the 
severity of the infection. 

In view of its widespread use penicillin will doubtless tend 
to be given early. Because of the synergism which exists 
between the two drugs there is a case for giving strepto- 
mycin in addition (Alexander ef al., 1950). These drugs 
produce a combined bactericidal effect, and if no improve- 
ment is manifest within 24 hours the baby should probably 
be admitted to hospital or treated with another antibiotic, 
such as chloramphenicol or aureomycin. 

The ultimate disposal of such cases depends very much 
upon the hospital facilities available in the area. Where 
adequate facilities exist serious staphylococcal infection 
merits hospital admission without the delay incurred by a 
therapeutic test. 

In hospital practice we now find that penicillin is only of 
very limited value in the treatment of neonatal staphylococcal 
infection, whereas chloramphenicol and aureomycin give 
satisfactory results. The fact that aureomycin and chlor- 
amphenicol are bacteriostatic drugs, however, is probably 
responsible for the relapses which may follow early cessation 


of treatment, as in Case 3, and which make it very difficult . 


to decide on the length of time that treatment should be 
continued. Apparent cessation of activity as judged clinically 
is not necessarily an indication for stopping therapy, partic- 
ularly in deep-seated infections such as osteomyelitis. Nor 
do the newer antibiotics abolish the necessity for surgical 
intervention in certain cases : this is still often necessary to 
eradicate foci of infection to which, on account of the poor 
blood supply, systemically administered drugs have little 
access. 

There is evidence that the staphylococcus is beginning to 
acquire resistance to the newer antibiotics as it has done to 
penicillin. At present, however, the use of combinations of 
antibiotics and the introduction of new antibiotics are keep- 
ing pace with the development of drug resistance. 


Summary 


The incidence of skin sepsis in two maternity units 
was 2.3% in each case and of conjunctival sepsis 4.1% 
and 4.2%. Most of these infections were due to the 
staphylococcus. 

Cases are described illustrative of the serious lesions 
which staphylococcal infection may produce in the neo- 


natal period, and comments are made on these cases, 
with particular reference to drug-resistant organisms, to 
bacteriological control of therapy, and to the difficulties 
of diagnosis and management. 

An analysis has been made of the antibiotic sensitivity 
of organisms isolated from 56 separate staphylococcal 
infections occurring in a maternity unit during the year 
1951 : 76.6% of these were resistant to penicillin, 12.5% 
to streptomycin, 17.4% to chloramphenicol, and 4.5% 
to aureomycin. 

Nasal swabbing of the staff in this maternity, unit 
showed that the carriage rate for coagulase-positive 
staphylococci was 53.0%, and out of these 30.7% were 
penicillin-resistant. None was resistant to chloram- 
phenicol or aureomycin. 

Routine swabs from the umbilicus just after the cord 
had separated showed that the infant carriage rate for 
coagulase-positive staphylococci was 60.0%, and that 
of these 64.4% were penicillin-resistant, 12.9% strepto- 
mycin-resistant, 30.0% a resistant, and 
5.5% aureomycin resistant. 

On the basis of relative drug sesieeane it is suggested 
that cross-infection may be more important in the pro- 
duction of neonatal staphylococcal lesions than infection 
from the attendant nursing staff. 

Staphylococcal infections are discussed as they occur 
when the newborn infant is in hospital and when he has 
returned home. Particular reference is made to the 
significance of minor staphylococcal infection, to the 
importance of bacteriological investigation, to the type 
and dosage of antibiotic to be employed, and to the 
regimes of treatment which may be adopted under 
different circumstances. 


We wish to thank the consultant obstetricians and the maternity 
and children’s ward nursing staffs of the two hospitals concerned 
for their co-operation; Mr. J. J. Mason Brown for permission to 
quote Case 1; Professor T. J. Mackie and Dr. Helen A. Wright, 
Bacteriology Department, University of Edinburgh, for advice and 
facilities ; and the university bacteriology technical staff. 
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A roll of health visitor tutors is to be set up shortly by the 
Royal College of Nursing, at the request of the Standing 
Conference of Representatives of Health Visitor Training 
Centres. The roll is for the guidance of local authorities and 
others responsible for appointing tutors in health visitor 
training centres. 
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A STUDY OF TWO UNUSUAL BLOOD- 
GROUP ANTIGENS IN WEST AFRICANS 


BY 


J. N. M. CHALMERS, M.D., M.R.C.P., D.P.H. 


Clinical Haematologist, St. George’s Hospital Medical 
School 


ELIZABETH W. IKIN, B.Sc. 
AND 


A. E. MOURANT, D.M., D.Phil. 


(From the Medical Research Council Blood Group 
Reference Laboratory) 


In 1948 an investigation of the blood groups of Nigerian 
populations was begun and full ABO, MNS, and Rh 
genotype studies of some 550 Nigerians have been com- 
pleted (Chalmers, Ikin, and Mourant, 1953). Early in 
this work two samples of blood—one from an Efik 
(Calabar) man and one from a native of the Cameroons 
—were found to be unusual. Both bloods were agglutin- 
ated by all available anti-N sera, but were agglutinated 
only by one out of several anti-M sera with which they 
were tested. This finding was briefly described by Ikin 
and Mourant (1951), who suggested that the antigen con- 
cerned might be identical with one described by Land- 
steiner, Strutton, and Chase (1934) as occurring in some 
American negroes. 


Present Investigation 


During the. past two years we have been fortunate in 
getting generous samples of blood from one of the above- 
mentioned Nigerians, Mr. E. G. D. Henshaw, who is a labor- 
atory technician in the Nigerian Medical Service, and who 
has been most helpful in this investigation, both as a donor 
and in arranging for the study of his relatives and other 
Nigerians. 

It was not found possible by absorption of the exceptional 
anti-M serum with normal M cells to prepare a serum 
which was specific for the peculiar antigen, provisionally 
called the Henshaw, or He, antigen. It was therefore decided 
to give injections of the red cells of the original donor to 
eight previously unimmunized rabbits. After two courses 
of six daily injections each, all the rabbits were found to 
have made a specific anti-He antibody, readily separated 
by absorption with European AiMN red cells from other 
antibodies present in the serum. After further courses of 
injections the titres of the sera of most of the rabbits rose 
and the sera gaye clear-cut results by a tile technique, 
although the original tube technique was used wherever 
possible. A few further West Africans tested with the 
“new” antiserum gave positive reactions, and through the 
kindness of Dr. David Cannon and Dr. Andrew Kertesz, 
who sent us blood samples from Lagos, we were also able 
to show the presence of the antigen in several relatives of 
a person in whom it had previously been detected. At 
this stage we had already begun to suspect a connexion 
with the MNS blood-group system (Sanger, Race, Walsh, 
and Montgomery, 1948). It was therefore decided that one 
of us (J. N. M. C.) should make an expedition to West 
Africa in order to study the incidence and genetics of the 
antigen. Thanks to the local facilities given by various 
medical colleagues, it was possible to carry out tests with 
the anti-He serum on a series of 1,428 “random” blood 
samples from West African hospital patients and others, in 
Nigeria and the Gold Coast. Specimens from the majority 
of the positive reactors and from members of families of 
many of them were sent by priority air transport (with the 
kind co-operation of Sir Harold Whittingham, D.M.S., 
B.O.A.C.) to London for further investigations. 


Shortly before this, through the kindness of Dr. Merrill 
W. Chase, we also obtained from America specimens of the 
rabbit serum prepared some 18 years previously by Land- 
steiner, Strutton, and Chase, together with samples of the 
red cells of the original negro propositus, Mr. C. Hunter, 
and some other positive reactors. The antigen described by 
the American workers has been named the Hunter factor 
(see Boyd, 1939) and is referred to subsequently as Hunter, 
or Hu. The serum, after absorption with European AiMN 
cells, was found to be active and specific. The Hunter 
antigen was shown to be distinct from the Henshaw antigen. 
Specimens sent from West Africa to London were tested 
with anti-Hunter ; there was insufficient of the serum to use 
for field work in West Africa. 

The results of tests with the anti-Henshaw serum carried 
out on unselected Africans in Lagos, Calabar, and Kano 
(Nigeria), and Accra (Gold Coast) showed 38 positives in a 
total series of 1,428. This gives an overall frequency of 
the Henshaw antigen of 2.7% for this series. Positive re- 
actors were found in many different tribes in both Colonies, 
but data on tribal incidence will not be considered in the 
present paper. Numerous members of the families of 
Henshaw-positive reactors were tested in the field with anti- 
Henshaw serum, but as tests with the anti-Hunter serum 
were carried out only in London, relatively few persons 
were tested with the latter serum, and of these only 138 
could be regarded as unselected from the genetical point 
of view. Individuals so regarded were those from whom 
specimens were sent to London without any preliminary 
testing of themselves or their relatives, and those marrying 
into the families of selected He-positives but who would 
not themselves have been tested except for the fact of such 
marriage. Thirty of these people, or 21.7%, were found to 
be Hunter-positive. Owing to the relatively high general 
incidence of the Hunter antigen it was fortunately present 
in a large number of the African families selected for gene- 
tical investigation. 

So far as the size and state of preservation of the speci- 
mens received in London allowed, they were also tested 
with anti-A, anti-A; where relevant, anti-B, anti-C, anti-D, 
anti-E, anti-c, anti-M, anti-N, anti-S, anti-s (generously sup- 
plied for the purpose by Dr. P. Levine), anti-P, anti-Lu®, 
anti-Le*, and anti-Le>. Bloods positive with anti-E were 
tested with anti-e. The anti-C serum used actually had the 
specificity anti-C + anti-C¥; all specimens positive with 
this serum were tested with pure anti-C¥, but the results 
were uniformly negative. 

Dr. Winifred Watkins, of the Biochemistry Department, 
Lister Institute, has examined the effect of periodate on 
the reactions of the Henshaw antigen as found on the sur- 
face of intact red cells, and has kindly allowed us to quote 
her results. Morgan and Watkins (1951) had previously 
shown that the M and N antigens, like the D antigen of 
the Rh system, are rapidly inactivated by periodate, whereas 
A, B, H, Le’, and P are inactivated much more slowly. 
It has now been found that the Henshaw antigen, like M 
and N, is rapidly inactivated. The effects of periodate on 
the S and s antigens are unknown. 


Relations to Other Antigens 

From a consideration of the unselected material both 
from Africans and from African families there seems to 
be a close connexion between both the Henshaw and Hunter 
antigens and the MNSs system. There are no obvious 
relations with the other blood-group systems, but the 
material, together with further samples from “ He-positive ” 
families, is being analysed in detail for possible connexions. 
In this paper only relations with the MNSs system are 
considered. 

Statistical Relations 


In the course of this work and that which led up to it 
(Chalmers, Ikin, and Mourant, 1953) the MNS blood groups 
have been determined for a number of West Africans falling 
into three categories : (1) 326 Nigerians selected solely 
because of presumed unmixed Nigerian ancestry; (2) 33 
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West Africans, mostly Nigerians, selected as being Henshaw- 
positive; and (3) 26 West Africans, mostly Nigerians, 
selected as being Hunter-positive. 

The results of these tests are shown in the Table. A 
few specimens from known Henshaw-positives and Hunter- 


Incidence of the MNS Blood Groups in Unselected West Africans 
and in Henshaw-positives and Hunter-positives 











Unselected Henshaw- Hunter- 

MNS Phenotype Nigerians Positives Positives 
MMS " 23 0 0 
MsMs $5 0 0 
MNS 45 15 6 
MsNs 121 0 5 
NNS 16 17 1 
NsNs* 66 I 14 
Total 326 33 26 














positives, because they were inadequate, were not fully tested 
for the antigens of the MNSs system. It is for this reason 
that the numbers given here are smaller than the totals 
already stated. 

All 33 Henshaw-positives were found to carry the N 
gene, whereas among the unselected class only 248 out of 
326 carried it. The probability of such a distribution 
occurring by chance if the Henshaw and N antigens were 
unrelated is about 1 in 1,000. 

Of the Henshaw-positives 32 out of 33 had the S antigen, 
while only 84 out of the 326 unselected persons had it. The 
probability of such a chance occurrence is 1 in 10°". If 
the subdivisions chosen are (1) N and S both present ; and 
(2) N, S, or N and S absent, the probability of chance occur- 
rence is found to be, if possible, even less: 1 in 10%. A 
regular relation of the Henshaw antigen to the MNS system 
is thus completely established. 

All of the 26 Hunter-positives carried the N gene. The 
probability of this occurring by chance if the Hunter and 
N antigens were unrelated is about 1 in 200. Consideration 
of the S antigen adds little to the argument, but the relation 
of the Hunter antigen to the MNS system is very firmly 
established. 

Such statistical considerations do not directly determine 
the nature of the connexions between the antigens con- 
cerned, but the only hypothesis which seems to be capable 
of explaining the observations is that the genes for the 
Henshaw and Hunter antigens are each linked to the genes 
of the MNS system in the close manner characterizing the 
CDE complexes of the Rh system. It should be noted 
that only a very close linkage with a cross-over frequency 
not exceeding about 1 in 1,000 can explain these results, 
hence crossing over should be found absent or almost 
completely absent in any series of family data. 


Family Data 

The next step in the investigation was to test the above 
hypothesis on families. An effort was made to obtain 
specimens of blood from as many relatives as possible of all 
Henshaw-positive propositi. Tests were made in London 
with all available grouping sera, including anti-Hunter. In 
every case in which both parents of a He-positive person 
were tested, one was He-positive, this being characteristic 
of a Mendelian dominant character. The Hu antigen 
showed similar behaviour. As expected from the individual 
data, the only obvious linkages of the Henshaw and Hunter 
genes are with the MNSs system, and only these relations 
are described here. A full linkage analysis of the material 
is, however, being carried out and a report on it will be 
published elsewhere. 

Ten families in all were tested, varying from two individuals 
to 38 extending over four generations. Some of the fami- 
lies were highly complex owing to many of the men and 
women each having had several partners. In one or two 
instances an unexpected result was obtained, but it is likely 
that erroneous information with regard to family relation- 
ships was the explanation. 


In nearly every case, however, the data are consistent 
with complete linkage (as found in the Rh system between 
the genes at the C, the D, and the E loci) between the 
Henshaw gene and NS or Ns, and between the Hunter 























gene and Ns or (each in one family only) NS or Ms. Two 
families which show the relationship especially clearly are 
illustrated in the Diagram. All individuals in these 
families were tested with anti-M, -N, -S, and -s. 

In the Bo. family the MNSs genotypes are each directly fixed 
by the serology except those of the mother and the eldest child. 
Since two of the 
children a oaae . FALI. 

ous NS , the 
cuaher ae carry MS/Ms i | € Ms/MS 
NS and is therefore 
Ms/NS. The eldest 
child has therefore a g 2 0 F 
received s with M 
from his mother and /%9/NS NSINS —-NS/NS 
is also  Ms/NS. 
Without making use 
- ~~, pea ~ _ FAL 
the Henshaw an 
Hunter observations /sfWS | Sone) Ns/Wvs 
we can moreover de- 
termine ~~ — 

rent each child re- 
por sw each one of its "s/s : —@ NS/Ws 
MNSs chromosomes. 

It then Beene ve 

eve c receivin 

NS from the father |W “e+ Mu- BD) te+ Mu 

also __—irreceiv the ty aa “ nm 
Henshaw antigen tele a ve eve 

and each getting his Two families illustrating the linkage rela- 
Ns did not receive tionships of the He and Hu genes. 
Henshaw. Similarly, 

each child with NS from the mother has the Hunter antigen and 
each with the mother’s Ms failed to receive Hunter. 

In the Os. family the MNSs genotypes of the mother and of 
both children are completely determined by their serological 
phenotypes. Since the second child is of the genotype NS/Ns she 
must have received the S gene with N from her father, who is 
therefore Ms/NS. Hence the Henshaw gene was transmitted 
from the father along with the NS combination and the Hunter 
gene with the Ns from the mother. The elder child received the 
father’s Ms chromosome without his Henshaw antigen and an 
Ns chromosome without the Hunter antigen from the mother. 
Since the mother has two Ns chromosomes, one of these 
presumably carries the Hunter gene and the other does not. The 
data are thus consistent with a linkage between Ns and Hu, but 
cannot be used to prove it. 

The Henshaw antigen has also been detected in a very 
small number of individuals in the Far East. In two Sea 
Dyaks from Borneo it appears to be linked to MS, while in 
Negritos from Malaya it accompanies Ms (P. Sneath, 1952, 
unpublished observations). A total of 1,500 Europeans have 
so far been tested for the Henshaw antigen with uniformly 
negative results. 

We thus have very strong evidence fhat the Henshaw 
antigen is closely linked to the genes for M or N and S 
or s. The Hunter antigen is also similarly linked. We 
have, so far, no clear evidence of whether the genes for the 
two newly described antigens are or are not alleles of one 
another. In the few families in which both occur the two 
segregate separately, but this does not rule out the possi- 
bility that they may be alleles—a possibility which could be 
disproved if they were found to segregrate together in a 
family. The only slender piece cf evidence in favour of 
the coexistence of the two new genes on a single chromo- 
some is the finding of two unrelated West Africans both of 
phenotype MNSs and positive for both Henshaw and 
Hunter antigens. If the genes for both of the latter keep 
to their partnership with N, which is otherwise almost 
invariable among Africans tested, then both genes must in 
these persons be on one chromosome. It unfortunately has 
not been possible to obtain specimens from their families. 

The Henshaw and Hunter antigens are for the moment 
unique among well-established human blood-group antigens, 
in that the corresponding antibodies have never been found 
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in human sera. It is, however, probable that as blood 
transfusion and serological testing become commoner in 
Africans such human antibodies will be found, and it is 
not improbable that there will be occasional clinical mani- 
festations of incompatible blood transfusion and even of 
haemolytic disease of the newborn. arising from the cor- 
responding antigen-antibody reactions. 


Summary 


An investigation has been carried out into the distri- 
bution in West Africa and the genetics of the Hunter 
antigen of Landsteiner, Strutton, and Chase (1934) and 
of the newly discovered Henshaw antigen. The genes 
for both of these antigens appear to be closely linked to 
those of the MNSs blood-group system. 


Thanks are due to the Rockefeller Foundation for a grant 
given to one of us (J.N.M.C.) in defrayment of part of the 
expenses. We wish to thank Dr. Ada C. Kopec for statistical 
advice, and Miss P. J. Brooks, Miss K. E. Garner, and Mr. 
Kenneth Rogers for technical assistance in London. In West 
Africa, the I.G., Medical Services, Nigeria, and the D.M.S., Gold 
Coast, and their staffs gave every facility for work there. In 
particular we thank Dr. D. A. Cannon, Dr. G. M. Edington, Mr. 
S. O. Williams, and Mr. E. G. D. Henshaw. 
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USE AND EFFECTIVENESS OF 
ANTIMALARIAL DRUGS 


EXPERIENCE OF NON-NATIVE RESIDENT 
POPULATION OF NIGERIA, WEST AFRICA 


BY 
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Colonial Medical Service, Nigeria 





The question most often put to the medical profession by 
European and other expatriates resident in West 
Tropical Africa is, “ What antimalarial drug should I 
and my children take, and in what dosage ?” The claims 
made in advertisements, the advice of friends, and the 
recommendations of employers conflict and confuse. 
More often than not the doctors themselves disagree, 
and recent comment in the medical press is even more 
confusing and conflicting (British Medical Journal, 
1949 ; Colonial Med. Res. Com., 1949; Covell, Nicol, 
Shute, and Maryon, 1949a, 1949b; Davey and Smith, 
1949 ; Garnham, 1949 ; Bruce-Chwatt, 1951 ; MacLeod, 
1951 ; Messent, 1951 ; Manson-Bahr, 1952). 

In view of this present disagreement on the part of 
the medical profession an inquiry into the use and 
effectiveness of antimalarial drugs was conducted in 
Lagos in 1951 and 1952, employing the past and present 
experience of a group of non-natives resident in Nigeria 
as a yardstick. A study with the same object in view 
was carried out in-1948 and 1949 by the Bruce-Chwatts 
(1950). They collected data by sending questionaries to 
all doctors practising clinical medicine within the Colony 
and Protectorate. The investigation here reported was 
carried out by personal interview with a group of ex- 
patriates, many of whom lived in and around Lagos. 


Method 


The group investigated was composed of all the non- 
natives who reported to my out-patient clinic at the Creek 
Hospital, Lagos, between November 1, 1951, and March 31, 
1952, irrespective of the complaint which brought them to 
hospital. Each individual was questioned regarding the 
following particulars : 

Nationality, age, sex. 

Antimalarial drug at present being taken: name of drug, dose, 
duration, and regularity of taking it. 

Previous history of malaria while taking this drug. If present, 
was malaria diagnosed by a doctor, with or without laboratory 
confirmation, or by the individual himself ? 

Antimalarial drug, if any, used in the past: name, dose, dura- 
tion, and regularity of taking it, previous history of malaria, 
grounds for diagnosis (see above), and reason for changing to 
another drug. 

The age, sex, and nationality distributions of the sample 
of the non-native population of Nigeria, numbering 531 
in all, are set out in Table I. 

An estimate of the incidence of malaria in the group at 
the time of interview was made as follows. If a patient 
was found to be pyrexial or to present any clinical feature 
raising the question of the differential diagnosis of malaria, 
a thick blood film was made and sent to the laboratory. 
“ Clinical malaria” was diagnosed on those occasions when 
the report on the film was negative, but the history and 
examination suggested malaria and the response to thera- 
peutic doses of mepacrine or chloroquine was satisfactory. 
The possibility that cases of influenza and other short-term 
spontaneously remitting fevers were included as clinical 
malaria cannot be ruled out, nor can it be stated that all 
cases of parasitaemia were discovered by these simple 
methods ;. it is believed, however, that a reasonably good 
estimate of the incidence of overt malaria was obtained. 

Blood films were made for the reasons mentioned above 
from 78 of the 441 patients aged 10 and over, and from 
17 of the 90 children under 10 years. The infecting 
organism in all the blood films reported as positive was 
stated to be Plasmodium falciparum. 


Results 


The antimalarial drugs in use by the individuals forming 
the sample of the non-native population at the time of 
interview are shown in Table II; it will be seen that pro- 
guanil was used at all ages more often than any other drug. 
Proguanil was the drug chosen by the majority of all races 
except the Lebanese, Syrians, and French, who prefer 
quinine to any other antimalarial drug. A bigger proportion 
of the French (16%) than of any other race took chloro- 
quine. 

Changes from One Drug to Another 


Many individuals, regular takers of an antimalarial 
drug, were found to have changed for various reasons from 
one drug to another during the course of their stay in West 
Africa. Among adults the swing was away from quinine 
or mepacrine to proguanil or chloroquine (Table III). An 
increase in the dosage of proguanil from 100 mg. to 200 mg. 
daily had also occurred. Such changes indicate dissatisfac- 
tion with the drug initially taken. 

The reasons given for stopping quinine were repeated 
attacks of “ fever” (80%), dyspepsia, and tinnitus. In 89% 
of cases the reason given for relinquishing mepacrine was 
the yellow staining of the skin, but gastric upsets were also 
blamed by a small number of patients. The sole reason 
given for increasing the dose of proguanil, or for changing 
to another drug, was the occurrence of fever while taking 
the lower dose. Proguanil was never given up as a result 
of loss of appetite (British Medical Journal, 1949 ; Shearer, 
1949). Proguanil in doses of 200 mg. daily and chloroquine 
300 mg. twice or thrice a week were found satisfactory by 
the few who have taken them regularly and without change 
since starting to live in the Tropics. 
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TaBLe I.—Age, Sex, and Nationality Distribution of the Group of Non-natives Resident in Nigeria Investigated 























in 1951-2 
1 
Age in Years 
Total No. 
Nationality 0-9 10-19 20-29 30-39 40-49 50-59 60+ 
M F M F M F M F M F M F M F M F 
British 3132 0 3 62 41 103 34 55 14 io 1 5 «4 262 125 
Dutch - 0 0 Oo 7 3 12 1 2 0 2 0 0 oO 31 4 
5 4 0 2 5 6 5 0 0 1 1 0 . = 19 13 
French 1 3 0 1 9 1 . 2 0 0 0 0 0 oO 16 7 
Syrien 3 2 0 oO 5 0 2. «@ 0 0 . © 0 oO 11 2 
Teek 0 0 0 oO 7 1 0 oO 1 0 0 0 a 8 1 
Swiss 0 0 0 oO 4 1 0 Oo 0 0 0 0 0 Oo 4 1 
Czech . 1 0 0 Oo 0 2 0 oO 1 0 0 1 0 oO s 3 
Cypriot . 0 0 zz 4 0 0 Oo 0 0 0 0 0 Oo - = 
German 0 0 0 oO 0 1 2 oO 0 1 0 0 0 oO >. F 
Others* 0 0 0 oO 3 0 . 3 1 0 0 0 Oo eo .3 
49 «41 0 6 106 56 136 38 62 17 14 2 . 3 371 160 























* Fourteen nationalities are represented in this subgroup. 


TaBLe I1.—Antimalarial Drugs Used by the Group of Non-natives Resident in Nigeria at the Time of the Interview, 











by Age 
Antimalarial Drug, and Less than 1-2 3-4 5-9 10-19 20 Years Total % of 
Dosage being Taken 1 Year Years Years Years Years and Over No. Total 
Proguanit: 
30 a é 10 $ 1 : 0 Py} 
ea 0 9 14 12 3 245 283 7360 67°8 
ae 0 0 0 0 0 48 48 
- > 4 0 0 0 0 0 30 30 6 
mg. daily > 
Quinine: - 
1 or 14 gr. daily 2 3 0 0 0 0 5 
oat -. « 0 6 2 6 0 0 14 
Sats ns 0 0 2 0 2 59 63 > 87 16-4 
Lacquin: 
goridr. ,, 5 0 0 0 0 0 5 
Chioroquine* : 
300 mg. 2 or 3 times weekly 0 0 0 0 0 8 8 9 1-7 
150 mg. 2 or 3 os ‘a 0 0 1 0 0 0 1 
—— — takers of: ° 29 } 
roguani ys - 0 0 0 0 29 | 
Mepacrine .. 0 0 0 0 0 6 6444 | 8-3 
Quinine aa 0 0 0 0 0 9 9 
Nothing ‘a 0 0 0 0 0 1 1 0-2 





























* All doses of chloroquine refer to “‘ base’’ and not “*‘ salt.” 


Taste III.—Changes from One Antimalarial Drug to Another Which Have Taken Place in the Non-natives Resident 
in Nigeria 20 Years of Age and Over who are Regular Takers of One or Other of these Drugs 














- No. Changing to 
°. 
Drug Initially Taken, Starting on Pr. Chloroquine No. now % 
F oguanil Proguanil Mepacrine Quinine M4 
and Dosage oo 100 mg. 200 mg. 100 mg. dor 5 gr. = =. 2 or Taking Unchanged 
s Daily Daily Daily Daily Weekly 
Proguanil: 
100 mg. daily .. ‘ut ‘“ 235 0 27 1 2 2 245 86 
M f ” ee oe a 15 0 0 0 0 0 48 100 
100 mg. daily eee 46 20 2 0 2 1 30 46 
4 or 5 gr. daily . se 91 22 4 . 0 2 59 60 
Chlorog $ 
300 mg. 2 or 3 times weekly .. 3 0 0 0 0 0 8 100 





























The overall figures show that 60% of those starting on 
quinine have remained faithful to it, 46% to mepacrine, 
and 86% to a dose of 100 mg. of proguanil. The remainder 
have thought fit to try a different antimalarial drug. 


Incidence of Malaria Prior to the Interview 


The data presented in Table IV were obtained from 
individuals who had taken only one antimalarial drug, 
and this regularly, since starting to live in Nigeria. They 
depend upon such doubtful factors as the patient’s memory 
and knowledge of the method of diagnosis of his or her 
case. Making due allowance for these factors, it was still 
apparent at the interview that many non-native adults taking 
4 or 5 gr. (260 or 320 mg.) of quinine, 100 mg. of mepa- 
crine, or 100 mg. of proguanil daily had suffered from 


repeated attacks of malaria in-the past. A previous history 
of malaria was reported by 50% of those patients who had 
never changed from quinine, the corresponding figures for 
those taking mepacrine and proguanil being 15% and 17%. 
The difference is statistically. significant (P=0.01), but it is 
necessary to remember that the group taking quinine had 
been exposed to infection for much longer pe®ods of time, 
on the ayerage, than had those taking the other two drugs. 
The figures given in Table IV, however, indicate that this 
factor does not account for the higher incidence of malaria 
among those using quinine. 

A previous history of malaria was not obtained from 
anyone who had been taking either a daily dose of 200 mg. 
of proguanil or 300 mg. of chloroquine twice or thrice a 
week, but in these subgroups the numbers are small and 
the length of exposure to infection was short. 





No 
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Incidence of Malaria Discovered at the Interview 


The overall incidence of malaria among the group of 
adult patients who had taken one or other of the anti- 
malarial drugs regularly was found to be 8% (Table V). 
The figure of 8.2% for those taking 100 mg. of proguanil 
daily agrees well with that reported by the Bruce-Chwatts 
(1950). A significant difference does not exist between the 


TaBLeE IV.—Incidence of a Past History of Malaria in Non-native 
Residents in Nigeria 20 Years of Age and Over, Regular 
Takers of Only One Antimalarial Drug, Time the Drug has 
— tees and the Distribution of Malaria Throughout this 

erio 


























: : Mean Dura- 
Antimalaria) Drug % Reporting | % Reporting * 
No. |“ tion of Taking 
and the D : Proved Clinical : 
pee Taking} Malaria Malaria — 
Proguanil : 
100 mg. ‘ad oa 203 6 9 3-6 years 
200 ,, " os 15 0 0 0-7 year 
Mepacrine: 
10C mg. ue és 21 14 3 4-9 years 
Quinine: . 
4orSgr. .. wa 55 35 15 T1 
Chloroquine: 
00 mg. ia wei 3 0 0 0-5 year 
Percentage in which Malaria had 
Occurred after 
Less 20 Yrs. 
1-2 | 3-4 | 5-9 | 10-19 
than | yrs. | Yrs. | ¥rs. | Yrs. | Q0d 
Proguanil: 
100 mg. wi ia 203 7 13 14 15 _— _ 
Mepacrine 
100 mg. 5 ‘a 21 0 0 9 17 — — 
Quinine : 
4orS5gr. .. ea 55 20 17 26 37 48 49 


























* Dose of chloroquine is taken twice or thrice weekly, not daily. 


TasLe V.—Incidence of Malaria in Non-natives 20 years of Age 
and Over Resident in Nigeria Found at the Interview, and the 
Antimalarial Drug being Taken at the Time — 











No. with No. with 4 with 
aaa Taking Meieed” — iin. | Positive Harts 
tug and Dose re) in. A 
Film | Malaria | Films 

Proguanil: 

100 mg. daily .. 245 11 9 4:5 8-2 

200 mg. ,, “a 48 0 0 0 0 
Mepacrine: 

100 mg. daily on 30 1 2 3-3 10-0 
Quinine: 

4 or 5 er. daily .. 59 4 4 6:8 13-6 
Chloroquine: 

300 mg. twice or 

thrice weekly 0 0 0 0 

Intermittent : 

Proguanil .. an 29 5 3 17-3 27-6 

Mepacrine. . ams 6 1 2 16-7 50-0 

Quinine ba 9 1 2 11-1 33-3 
Nothing 1 0 100-0 100-0 

435 24 22 5°7 10-6 























TasLe VI.—Incidence of Malaria in Non-native children Resident 
in Nigeria Less than 10 Years of Age, as Diagnosed at the 
Interview, and the Antimalarial Drug being Used at the Time 








No. with No. with % with 
Antimalarial No. Positive a Positive Total % 
Drug and Dose* Taking Higed - : ie Films Malaria 
a 
Children 1 to 9 years 
Proguanil: 
ra ad 1 0 0 0 0 
a és ia as 17 1 3 6 24 
100 ,, , aa 35 0 1 0 3 
Quinine: j 
1} to 2$ gr. a 17 1 3 6 24 
4or5 gr ‘ 2 0 0 0 0 
Chloroquine: P 
150mg. .. - 1 0 0 0 0 
a Children under | year of age 
Proguanil : 
25 mg. 4 1 0 25 25 
-, ae 6 0 0 0 0 
Quinine: 
1 or 1} gr y 0 0 
Lacquin: 
4 or 1 dr 5 0 0 0 




















* The dose in the case of chloroquine is taken thrice weekly. 


incidence of malaria discovered in the groups of patients 
taking 100 mg. of proguanil, 100 mg. of mepacrine, or 
4 or 5 gr. (260 or 320 mg.) of quinine. The evil effects of 
using any of these drugs intermittently are clearly demon- 
strated in Table V. 

The data obtained from children under 10 years are set 
out in Table VI. Although few in number, the figures 
suggest that proguanil in adequate doses is a satisfactory 
antimalarial drug for this group. For infants 1 to 14 gr. 
(65 to 100 mg.) of quinine seems to be an efficient prophy- 
lactic dose. 


Discussion 


Past experience with antimalarial drugs in Nigeria has led 
many of the individuals included in this investigation to 
relinquish quinine or mepacrine in favour of proguanil or 
chloroquine. The high incidence of a previous history 
of malaria in the group initially taking quinine provides 
good reason for the swing away from this drug, but no 
such reason exists in the case of mepacrine. The yellow 
discoloration of the skin associated with the regular use of 
mepacrine provided most of the Europeans with a ready 
excuse for changing to something else. 

The incidence of malaria discovered in those patients 

taking quinine at the time of the interview was not signi- 
ficantly higher than that among patients taking 100 mg. of 
proguanil or of mepacrine. This fact cannot be used as 
an argument to offset the high incidence of the disease in 
the past histories of those taking quinine. It was impossible 
to decide if the cases of malaria encountered at the time 
of the interview were fresh infections or were relapses of 
earlier infections. 
* The information disclosed by this investigation indicated 
that malaria will occur in about 10% of those using a daily 
dose of 100 mg. of proguanil, but that daily doses of 
200 mg. of proguanil or doses of 300 mg. of chloroquine 
twice or thrice a week provide efficient prophylaxis against 
the subtertian malaria endemic in Nigeria. In the experience 
of the group of people which has been studied, and in my 
own and that of my family, the higher dose of proguanil 
causes no unpleasant side-effects. 

It is impossible to say whether the high dosage of pro- 
guanil recommended as a result of this investigation is 
necessitated by a developing resistance of the local strains 
of plasmodium to this drug or if the dosage used in the 
past was too small to accomplish efficient prophylaxis. 


Conclusions 


The data presented and discussed lead to the general con- 
clusion that, in the present state of knowledge and in view 
of past experience, proguanil in adequate dosage is the most 
satisfactory drug to use i1 Nigeria at the present time for 
the prevention of malaria. Chloroquine has been taken by 
so few people, and for such a short time, that it would be 
unwise to draw any premature conclusions about its effi- 
ciency, but the information so far available is of a satis- 
factory nature. The conclusion that a daily dose of 100 mg. 
of proguanil or of mepacrine is more effective as a sup- 
pressive than 5 gr. (320 mg.) of quinine against the local 
strains of P. falciparum is based upon good evidence. 

Proguanil, in daily doses of 200 mg. for those 10 years of 
age and over and 50 mg. for children under the age of 1 
year, with proportionate intermediate doses, is an efficient 
prophylactic. Quinine in daily doses of 1 to 14 gr. (65 to 
100 mg.) is satisfactory for infants. 

These conclusions are not intended to belittle the im- 
portance of applying all the other means available to 
prevent infection being acquired by the non-immune popu- 
lation of Nigeria. 


Summary 


An account is given of an investigation carried out in 
Lagos, Nigeria, which was designed to discover which 
of the many available antimalarial drugs are being, and 
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have been, used by a group of non-native residents in 
that country, and what is the past and present incidence 
of malaria in this group. 

The group was composed of all the non-native resi- 
dents in Nigeria who reported to my out-patient clinic 
between November 1, 1951, and March 31, 1952, 

The following antimalarial drugs were being used at 
the time these patients were interviewed: proguanil by 
68% ; quinine by 16%; mepacrine by 6%; chloro- 
quine by 2%. Of the whole group, 6% admitted to 
being, or were known to be, intermittent in their habits. 
One individual did not take any antimalarial drug. 

Among the adults who had taken only one anti- 
malarial drug daily with regularity since starting to 
live in Nigeria, a past history of malaria was reported 
as follows: those taking 100 mg. of proguanil, 15% ; 
200 mg. of proguanil, 0% ; 100 mg. of mepacrine, 17% ; 
4 or 5 gr. (260 or 320 mg.) of quinine, 50%. Chloro- 
quine in doses of 300 mg. twice or thrice weekly had been 
taken regularly by three individuals, none of whom 
reported having had malaria. 

The overall incidence of malaria in the group at the 
time of interview was found to be 11%, of which total 
10.9% occurred in those 10 years of age and over and 
12.2% in children below this age. Excluding all indi- 
viduals self-admittedly irregular takers of any anti- 
malarial drug, the incidence of malaria was found to 
be 9%, and if children are excluded the incidence in 
adults 20 years of age and over was 8%. : 

It is concluded that the most satisfactory prophylactic 
tp use at the present time against the subtertian malaria 
endemic in Nigeria is proguanil, taken in doses of 200 
mg. daily by those 10 years of age and over and 50 mg. 
daily for babies under 1 year. Quinine in doses of 1 to 
14 gr. (65 to 100 mg.) daily is a satisfactory suppressive 
for infants. 


I am indebted to the Inspector-General of Medical Services, 
Nigeria, for permission to publish this paper. 
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The perennial problem of over-population is again stressed 
in the report for 1951 of the health conditions in the Maltese 
Islands and of the work of the Medical and Health Depart- 
ment, which was published recently. Cardiac conditions 
and cerebral vascular,accidents accounted for the highest 
proportion of deaths, the figures being 148 and 102 per 1,000 
respectively. Research is being carried out on the radical 
cure of malignant growths ; deaths from this cause increased 
during the year under review. Progress is reported in the 
fight against tuberculosis: a good proportion of the popula- 
tion is being radiographed, and the incidence of the disease 
has shown a considerable decrease. An attempt has been 
miade to integrate the laboratory services in Malta, which 
are at present divided into several sections and spread over 
a wide area. All this and much more information is con- 
tained in the report, which is available from the office of the 
Chief Government Medical Officer, Malta. 


FEMALE FERTILITY 


BY 
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Obstetrician, General Hospital, Kuala Lumpur, Malaya ; 
Late Registrar, Hope Hospital, Salford, Lancashire 


In 1866 Matthews Duncan noted that “ whilst a large 
number [of women] are fertile for a first time in each 
of the first three years of married life, only 7% of the 
fertile bear children after three years of marriage.” 
From this it has been concluded by most British authors 
that sterility should be investigated after three years of 
marriage. In the United States of America most of the 
gynaecological textbooks suggest that two years of 
potentially fertile coitus should elapse before investiga- 
tion. This may well be due to the work of Pearl (1939), 
who concluded, after investigating the case records of 
199 white American women, that it took a woman, on 
an average, 24 months to conceive. 

Recent editions of American and British textbooks 
voice this confusion. Four give four years as the time 
which should elapse before investigation of sterility, five 
give three years, three give two years, and two give one 
year. The others give no time. It is noted that those 
writers who have made a special study of the problem 
tend to investigate infertility after a shorter time than 
the others. As an example of this, Meaker’s (1934) 
definition of infertility may be quoted. He defines 
sterility as “the inability to initiate the reproductive 
process on the part of a couple who have desired and 
attempted to reproduce for a reasonable length of time, 
ordinarily at least one year.” 

The incidence of infertile couples is estimated vari- 
ously as between 8.5 and 15% of all marriages. In these 
unsettled times it becomes more important to determine 
the average length of time between the desire to con- 
ceive and the actual conception, so that those who exceed 
this average may be investigated with the minimum of 
delay. For nowadays, with poor housing conditions, 
voluntary contraception, occupations which entail longer 
or shorter periods of separation of the couple, later age 
of marriage, and impending separation for military 
reasons, those who are anxious to conceive should be 
helped as much as possible. As time passes and a 
woman still finds herself barren, much marital unhappi- 
ness and stress (which Stallworthy (1948) contends is 
itself a factor in infertility) accrues, and it is little com- 
fort to her to be told by her doctor to “go away and 
don’t worry, for you are still young.” 

That the fertility of a woman is related to her age 
has been believed from the time of Matthews Duncan 
onwards. In his investigations in Glasgow in 1866 he 
found that while 90% of women between the age of 20 
and 24 would conceive for a first time within two years 
of marriage, only 63% of women between the ages of 
30 and 34 and only 15% of women between the ages 
of 40 and 44 would do so., The Royal Commission on 
Population (1949) also gives ‘interesting figures regarding 
the decline of fertility and the duration of marriage. It 
appears that the risk of conception in the second five 
years of marriage is reduced to about 50% of the risk 
in the first five years, and is again halved in the third 
five years. . 

Fertility in Salford 
This survey was therefore undertaken in order to deter- 
mine the average interval between the desire to conceive 
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and the conception itself. All the patients were primi- 
gravidae attending the antenatal clinics of Hope Hospital, 
Salford, between August 1, 1950, and June 1, 1951. In all, 
1,202 women were interviewed. If conception had occurred 
within nine months no further questions were asked regard- 
ing coital habits, contraceptive technique, or absence of the 
husband from home. But when conception had been 
delayed for a longer period than this, all these points were 
studied and allowance was made for them. Later all the 
women were examined physically. and further questions 
were asked as a check. In 136 cases (11.3% of the total) 
contraception or coitus interruptus had been practised for 
longer or shorter periods, and the calculation was made 
from the date of abandoning these methods and desiring to 
conceive. There is no evidence to show that contraception, 
by whatever method used by these women, is harmful to 
fertility. 

The results of the survey are shown in the Table. If 
women who conceived prenuptially are included it can be 
seen that 90.25% of those studied were pregnant within 

e 


























Desire-to- Age at Time of Desiring to Conceive + 
Conception /o 
Preg- | Total 
Interval 40 and 
in Months 15-19 | 20-24 | 25-29 | 30-34 | 35-39 Over | ant 
Prenuptial con- 
ceptions 86 96 18 7 4 0 |17°5 211 
0-3 54 263 112 20 3 3 138-0 455 
3-6 26 116 62 13 3 1 18-5 221 
6-9 5 by 32 15 6 2 9-25 112 
9-12 2 40 27 5 ei P 70 83 
12-18 0 10 10 6 1 0 2:25 27 
18-24 0 5 7 8 0 0 1-5 20 
24-36 0 5 12 2 0 0 1-5 19 
36+ 0 5 24 19 6 0 4-5 54 
173 592 304 95 30 8 |100 1,202 

















one year of desiring to conceive, 92.5% were pregnant 
within 18 months, and 94.0% were pregnant within 24 
months. In other words, only four more women in every 
hundred had conceived after two years than had conceived 
within one year. 

It may be objected that the prenuptial conceptions should 
not be included. But since almost half of such conceptions 
occurred to girls between 15 and 19 years and almost all to 
girls under 25, it can surely be argued that these have rarely 
practised coitus consistently and without contraception for 
more than one year. When questioned, most of these girls 
said that coitus had occurred only during the two months 
before the first missed period. The figure of 17.5% of first 
prenuptial conceptions is reasonably close to that of 16.0% 
given for the country as a whole by the Registrar-General 
in 1938-9. 


Comparison with Other Surveys 


In 1946 Scott Russell, working at Oxford, surveyed 293 
women, of whom 197 were primigravid and 96 multigravid. 
In his paper. it is not noted whether any of the conceptions 
were prenuptial, but it is assumed that there is little 
difference in morals between Salford and Oxford, and that 
unless questioned directly on this point most women who 
conceived prenuptially will say that they conceived directly 
after marriage. It is thought that this may be the reason 
for the high figure of conceptions noted by Scott Russell to 
have occurred after marriage but before there had been a 
menstrual period. He found that of 162 primigravidae, 
56 (35.1%) conceived within a month of marriage, 51 
(31.5%) conceived within three months, and a further 19.1% 
had conceived within the first year. Thus 87.7% of 162 
primigravidae had conceived within a year of marriage. 

Diddle et al. (1947), working among families in the U.S. 
armed Forces at Key West, Florida, surveyed 1,192 women, 
of whom 799 were pregnant. Of these latter, 261 were 
primigravidae about whom there were full data, including 
coital rates. They found that 190 (72.7%) of them con- 


ceived within six months and 226 (or 86.8%) had conceived 
within one year. By two years 249 (95.4%) had conceived. 
Bender (1952) found that of 714 primigravidae seen 77.4% 


had conceived. within one year of first coitus or marriage, 
and 86.7% within two years. Tietze et al. (1950), reviewing 
the time required for conception in 1,727 pregnancies, 
found that more than 90% had conceived within one year. 
These sufveys bear out the findings in Salford, and indicate 
that if pregnancy has not occurred within twelve months of 
the desire to conceive then the couple should be investigated 
on the grounds of infertility. 


Discussion 

A major factor influencing conception in women with 
normal genital tracts is that coitus between a fertile male 
and an ovulating female should take place at the time of 
ovulation (or, it may be, that in some cases it should be 
able to initiate ovulation). Barton and Wiesner (1946 
thought that the ovum is viable only for about 24 hours. 
Hotchkiss (1945) believed that the spermatozoon is capable 
of fertilizing the ovum only for 24 to 72 hours after ejacu- 
lation into the posterior fornix of the vagina. These two 
facts means that a woman is capable of conceiving on only 
three days of each month, or a maximum of 39 days a year. 
The important thing is when coitus occurs, not how often. 

Davis (1929) investigated the sexual habits of 971 women, 
and found that, on an average, coitus takes place twice 
nightly in the first three months of marriage, once nightly 
in the first year, and twice weekly in the first three years. 
Thus in the first year of marriage the average woman will 
have the maximum opportunity of conceiving. After the first 
years the frequency of coitus is dropping and pregnancy 
becomes less likely. This may be, in part, the explanation 
of lowered fertility indices which are said to occur (see 
above) as a woman grows older. 

That psychosomatic factors may influence fertility has 
long been recognized. Stallworthy (1948) asks, “Is it not 
probable that a woman may deprive herself of the concep- 
tion she desires because of the very strength of the desire or 
the fear of it?” “ Hysteria” may produce tubal spasm 
(Stallworthy), changes in the cervical mucus (Barton and 
Wiesner, 1945-6), premature maturation of the follicles 
and discharge of unripe ova (Dunbar, 1946), and possibly 
anovulation. 

Is it not possible, as the months go by and the long- 
desired conception remains unfulfilled, that this tension 
mounts and manifests itself in many ways—in general 
psychological disturbances, in frigidity (and thus in less 
frequent coitus), and in marital upsets? And from this it 
is but a short step to the establishment of the vicious circle 
of “ hysteria ’—absence of conception—“ hysteria.” 

There is far more to the investigation of a barren 
marriage than the finding of a “potent male and patent 


tubes.” 
Conclusion and Summary 


In a survey of 1,202 primigravidae attehding Hope 
Hospital, Salford, between August, 1950, and June, 1951, 
it was found that 90.25% had conceived within a year of 
so desiring. Evidence is brought forward which suggests 
that many cases of infertility are due to as yet inexplic- 
able psychosomatic factors. It is suggested that many 
of these factors can be corrected by simple investigation 
and reassurance of the infertile couple. Since only 4% 
more women conceive between 12 and 24 months after 
deciding to have a baby than do within the first year, 
it seems reasonable to investigate infertile couples as 
soon as one year has passed without pregnancy 
occurring. 

The advantages of this earlier investigation are that 
(1) the psychosomatic factors involved can be tackled 
earlier : (2) the sexual drive is greater in the earlier years 
of marriage ; (3) both sexual drive and psychosomatic 
factors are probably aggravated by non-conception ; 
(4) minor anatomical defects can be remedied earlier ; 
(5) if an absolute bar to conception exists adoption of 
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a child can be made earlier ; (6) the investigation of 


infertile couples extends over many months. 


My thanks are due to the medical and nursing staff of the 
obstetrical and gynaecological department of Hope, Hospital, 
Salford, for their help in the preparation of this paper. 
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“COLIFORM DIARRHOEA” IN ADULT 
HOSPITAL PATIENTS 


BY 
WILLIAM McNAUGHT, M.B., Ch.B. 
AND 


JOHN S. STEVENSON, M.D. 


(From the Department of Bacteriology, Stobhill General 
Hospital, Glasgow) 


This report contains the results of an investigation of 
adults’ faeces for the presence of those type-specific 
coliform organisms known to be closely associated with 
diarrhoea and vomiting in infants. The work was under- 
taken as an extension of two smaller investigations 
previously reported by Stevenson (1950, 1952), who 
described the isolation of Bact. coli O111.B4 (D433) 
from adults. 

Most of the published work on type-specific strains 
of Bact. coli concerns their presence in the faeces of 
infants ; their occurrence and effects in the adult have 
not yet been fully studied. Fourteen cases of diarrhoea 
in adults from whom Bact. coli O111.B4 was isolated 
were reported by Stevenson (1950), and Kirby, Hall, and 
Coackley (1950) described enteritis in adult volunteers, 
caused by drinking milk inoculated with an organism of 
the same type-specific group. Stevenson (1952) investi- 
gated specimens of faeces from more than 1,000 adults 
and found Bact. coli 0111.B4 in nine, four of whom had 
diarrhoea. Further evidence that this coliform can pro- 
duce intestinal upset in the adult was provided by Fer- 
guson and June (1952), who described a large-scale 
experiment in which adult males developed enteritis fol- 
lowing the ingestion of milk artificially infected with the 
organism. 

The six strains of Bact. coli from which antisera were 
prepared and used in the present investigation have been 
described by Taylor and Charter (1952) and Charter and 
Taylor (1952). They are designated at present as fol- 
lows : Bact. coli 0111.B4, O55.B5, 026.B6, Canioni, 
E611, and E990. 

Methods and Results 

The investigation covered the period October, 1951, to 
October, 1952. At the outset, O and OB antisera were pre- 
= to Bact. coli strains 0111.B4, O55.B5, and O26.B6 ; 

* pooled” serum was made, and was checked before use. 
In March, 1952, the strains Bact. coli Canioni, E611, and 
E990 became available; individual and pooled sera were 


also prepared from these strains. Thus three type-specific 
antisera were available for the first six months and six anti- 
sera for the second six months of the investigation. 

The faecal specimens, most of which were from cases of 
diarrhoea, were inoculated on to MacConkey, D.C.A., and 
Difco “SS” agar plates and into a “selenite F” enrich- 
ment broth. The subsequent growth on the MacConkey 
plate was used to detect type-specific coliform strains by 
slide agglutination ; final identification of the organisms 
was made by tube-testing for the O and B antigens. The 
other media were employed to detect the Salmonella and 
Shigella groups. Each MacConkey plate was examined by 
testing the inoculation “well” and five separate colonies 





Family Limitation. 


with the two pooled sera; positive colonies were checked 
against individual sera and subcultured for tube agglutina- 


tion tests. 


The figures obtained over the twelve-months period are 
Shigella and Salmonella results 


summarized in Table I. 
Taste I.—Results of Examination of 894 Adult Stools 


















































. 
Type-specific Strains of Bact. coli Isolated ‘ 
Olll | O55 | O26 I _ TF 
2 ‘solate 
Total B4 BS B6 E611 | E990 | Canioni 
15 5 2 8 0 0 0 16 
17% | 06%10-2%)0:9%) — —_ — 18% 0-4% 
TaBLeE II.—Analysis of Cases 
Case | Age and ss Organisni Type of 
No. Sex Clinical Notes Isolated Case 
1 F 20 | Nurse in children’s wards. | O55.B5 Sporadic 
Sharp attack of diarrhoea 19/10/51 
2 F 64 | Senile dementia. Sharp attack | 026.B6 a 
of diarrhoea. Death 22/11/51 
3 F 52 Abdominal adhesions. Diar- | 026.B6 an 
thoea 1/1/52 
4 M 51 Early ulcerative colitis ea & B6 ‘a 
1/52 
5 M 46 Pleural effusion. Diarrhoea .. 026 B6 , 
19/5/5 
6 M 68 | Pulmonary tuberculosis. Diar- | 026 B6 
rhoea 20/5/52 4 Ward 
7 M 50 | Acute rheumatism. No diar- .B6 outbreak 
rhoea 20/5/52 
8 | M 67 | Pulmonary tuberculosis. Diar- | 026.B6 ] 
rhoea 21/5/52 
9 M 79 | Gangrene of leg. Amputation. | 0111.B4 
Good recovery. Diarrhoea | 27/5/52 
and vomiting. Death Sporadic 
10 F 59 | Glaucoma. Diabetes. Diar- 111.B4 |, 
rhoea 29/5/52 
11 ‘F 73 Senility. Diarrhoea .. O111.B4 
3/6/52 L Ward 
12 F 84 | Senility. No diarrhoea sae outbreak 
13 F 66 | Hypertension. No diarrhoea ores ] 
14 | F 26 | Mitral stenosis. Diarrhoea .. 026 -B6 Sporadic 
10/9/52 
15 F 22 | Diarrhoea and vomiting for | O55.B5 “ 
24 hours 27/10/52 

















have been added to the table for comparison, but no mem- 
ber of these two groups was isolated from any of the 
cases yielding type-specific coliforms. A brief analysis of 
the cases is shown in Table II. 


Description of Cases 


Case 1—An otherwise healthy nurse aged 20 reported 
sick with diarrhoea on October 18, 1951. Next day Bact. 
coli O55.B5 was isolated. She had been employed in a 
paediatric ward in which were cases of gastro-enteritis, 
none of whom was known to be associated with Bact. coli 
O55.B5. Rectal swabs were taken from all the infants in 
the ward concerned, and Bact. coli O55.B5 was isolated from 
a male infant aged 5 months who was convalescing from 
gastro-enteritis associated with Bact. coli O111.B4, but who 
at this point had no gastro-intestinal symptoms. The nurse 
made an uneventful recovery within a few days; the baby 
remained symptomless. 

Case 2.—A woman aged 64 had been an in-patient 
for one year and suffered from senile dementia. There 
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was severe progressive debility, and bronchopneumonia 
developed a few days before her death on November 23, 
1951. The day before death the patient began to have pro- 
fuse diarrhoea, and Bact. coli 026.B6 was isolated from the 
stools. At necropsy, forty-eight hours after death, moder- 
ate congestion of the terminal ileum and transverse colon 
was found in addition to the pneumonia. Swabs taken from 
organs and tissues did not produce any type-specific 
coliforms on culture. Rectal swabs taken from every 
patient in the wards concerned were also negative. 

Case 3—A woman aged 52 was admitted to hospital on 
December 28, 1951, with a history of intermittent diarrhoea 
of several years’ duration, apparently dating from appendic- 
ectomy some five years previously: there had been an 
operation for separation of adhesions three years later. 
Bact. coli 026.B6 was isolated in pure culture on January 
1, 1952. No type-specific coliform was isolated from any 
other patient in the ward. After full investigation the 
case was labelled “nervous diarrhoea.” The patient was 
discharged on February 2, still having two or three soft 
stools a day, but negative for type-specific coliforms. 


Case 4—A man aged 51 was admitted to hospital on 
December 4, 1951, with a history of intermittent diarrhoea 
accompanied by blood and mucus, for a period of eight 
weeks. On January 8, 1952, Bact. coli 026.B6 was isolated 
from his stools. All other investigations were negative, 
though sigmoidoscopy suggested early ulcerative colitis. 
Further examinations of his faeces were negative, and no 
type-specific coliforms were isolated from any other patient 
in the ward. 


Cases 5, 6, 7, 8.—There seems to be no reasonable doubt 
that these four cases constitute an outbreak. On May 18, 
1952, a specimen of fluid faeces consisting of almost pure 
blood was received from a patient (Case 5) in a male ward ; 
he had been admitted on May 14 suffering from a pleural 
effusion. The MacConkey plate showed an almost pure 
growth of Bact. coli 026.B6 on May 19, and rectal swabs 
were taken immediately from each of the 32 patients in the 
ward. The following morning two more patients (Cases 6 
and 7) were found to have Bact. coli 026.B6 in their stools. 
When the ward staff was notified of these two new cases, 
information was received that both patients were convales- 
cent and neither had diarrhoea. Case 6, however, developed 
severe diarrhoea six hours later, with blood and mucus in 
the stools, No diarrhoea was reported in Case 7. The same 
day (May 20) another patient (Case 8) developed severe 
diarrhoea, and twenty-four hours later the MacConkey 
plate from this patient was found to have a pure growth of 
Bact. coli 026.B6. No other positives were found in this 
ward, and within 72 hours all diarrhoea had ceased and the 
four positive cases were negative for the specific coliform. 


Case 9—A man aged 79 was admitted to hospital on 
February 10, 1952, suffering from gangrene of the left leg. 
Mid-thigh amputation was performed on April 22. His 
condition was satisfactory until May 24, when he had slight 
diarrhoea. This was followed by violent vomiting and 
diarrhoea twenty-four ‘hours later. On May 27 Bact. coli 
O111.B4 was isolated in pure culture from the faeces. The 
patient died the following day ; permission for necropsy was 
refused. One point worthy of comment is that a simul- 
taneous case of diarrhoea associated with Bact. coli 0111.B4 
occurred in a child of 9 years in a ward immediately below 
that where Case 9 was a patient. Rectal swabs from other 
patients in both wards were negative for type-specific 
coliforms. 

Cases 10, 11, 12, and 13.—This group constitutes another 
ward outbreak, though less definite than that involving 
Cases 5, 6, 7, and 8. Case 10, a woman aged 59, was 
admitted to hospital on May 15, 1952, suffering from 
glaucoma and diabetes. Diarrhoea developed on May 28 
and Bact. coli O111.B4 was isolated in pure culture from 
her stools the following day. Two days later a specimen of 
faeces was received from another patient in the same ward 
(Case 11); this patient had had bouts of diarrhoea with 
blood and, mucus on four occasions during the previous 


three weeks. Bact. coli O111.B4 was isolated from this 
specimen on Jupe 3 and from subsequent specimens on 
June 4, 8, and 24, after which date the diarrhoea ceased 
and the stools became negative. On June 7 rectal swabs 
were taken from every patient (a total of 32) in the ward 
concerned, and Bact. coli O111.B4 was isolated from two 
further cases (Nos. 12 and 13). Neither of these patients 
had diarrhoea, though Case 12 gave a history of having had 
intermittent diarrhoea some four months previously, when 
no salmonella, shigella, or type-specific coliforms had been 
found. The diarrhoea in Case 10 ceased within 72 hours 
and the stools were thereafter negative. 


Case 14.—This woman, aged 26, was admitted to hospital 
in March, 1952, suffering from mitral stenosis with severe 
decompensation. Qn September 6 she began to have loose 
stools amounting to five or six motions a day, and on 
September 10 Bact. coli O26.B6 was isolated. No blood 
or mucus was noted in the stools, and no type-specific coli- 
forms were present in specimens of faeces three, four, and 
five days after the first isolation, the diarrhoea having ceased 
by this time. No other cases of diarrhoea occurred and no 
type-specific coliform was isolated from any other patient 
in the ward concerned. 


. Case 15.—This patient was a woman aged 22 who was 
sent to hospital by her family doctor on October 26, 1952, 
with a diagnosis of acute appendicitis. She had pain in the 
right iliac fossa, vomiting, and some diarrhoea of 24 hours’ 
duration. On admission it was thought she had bacillary 
dysentery, so she was isolated and barrier-nursed. The day 
after admission, Bact. coli O55.B5 was isolated in pure cul- 
ture from a faeces specimen. The patient made an unevent- 
ful recovery and was well within a few days, no type- 
specific coliforms being found after the first isolation. An 
interesting feature of this case is that her 5-months-old 
child was in another hospital suffering from gastro-enteritis : 
no type-specific coliform is known to have been isolated 
from the child. 


Discussion 


Among adult hospital patients, small localized outbreaks 
of diarrhoea of unknown cause, affecting perhaps as many 
as one-third of the inmates of a ward, are a common 
experience, as are also sporadic isolated cases which occur 
from time to time. Frequently the diarrhoea is ascribed to 
dietary factors of uncertain origin, but from the results of 
the present investigation we believe that some of these 
cases are what may be called “coliform diarrhoea ”—that 
is, diarrhoea caused by type-specific strains of Bact. coli. 
There does not at present appear to be any other explana- 
tion for the results obtained ; the figures suggest that Bact. 
coli 0111.B4, O55.B5, and 026.B6 can be the causal agents 
in a small proportion of cases of adult enteritis. The ward 
outbreaks affecting the two groups of cases (Nos. 5, 6, 7, and 
8, and 10, 11, 12, and 13) provide good evidence for this 
belief. Here, small groups of patients developed diarrhoea 
directly related in time of occurrence to the. presence of 
specific coliform organisms isolated in pure cuiture from 
the stools. Further evidence is provided by the sporadic 
cases, especially the two fatal ones (Nos. 2 and 9). 
These two patients were elderly and were weakened by pre- 
vious illness; they developed sudden severe diarrhoea, 
coincident with which Bact. coli 026.B6 and O111.B4 re- 
spectively were isolated from their stools, and the resulting 
dehydration and exhaustion were enough to cause death. 


It has been suggested in a previous communication 
(Stevenson, 1950) that these coliform organisms might 
appear in the stools as the result of the washing-down effect 
of diarrhoea. That this is untrue is shown by the many 
hundreds of adult enteritis cases investigated in this series 
from which no type-specific coliforms were isolated. Smith, 
quoted by Taylor and Charter (1952), has had similar nega- 
tive findings in bacillary dysentery of infants. In only two 
of our positive cases (Nos. 3 and 4), both of whom had pro- 
longed diarrhoea, has a type-specific coliform appeared in 
the stools as a transitory. phenomenon unrelated to any 
marked exacerbation of intestinal symptoms. Moreover, 
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three cases (Nos. 7, 12, and 13) excreted type-specific coli- 
forms when no diarrhoea was present, and in Case 6 Bact. 
coli 026.B6 was isolated and identified immediately before 
any looseness of stools began. 

Certain conditions seem to be necessary before type- 
specific coliforms can exert a pathogenic effect in the in- 
testine. From the cases described, debility and general 
weakness are evidently important predisposing conditions, 
but there is evidence of another, unknown, factor. In Cases 
1° and 15 there was no history of previous illness, and 
both patients were young and in relatively good health ; 
nevertheless they developed severe diarrhoea, and type- 
specific coliforms were isolated in pure culture from each. 
This other factor may be related to the virulence of the 
strain concerned. That Cases 1 and 15 developed symptoms 
could be explained by the particular organisms being highly 
virulent. As both these patients had enteritis on admission 
to hospital, they were barrier-nursed, and thus it was not 
possible to assess the virulence of the organism by 
observation of a subsequent case-to-case spread. In general, 
however, the pathogenicity to adults of the type-specific 
coliforms seems to be of a low order. Thus Cases 7, 12, 
and 13, despite age and debility, were able to harbour cer- 
tain of these organisms without developing diarrhoea: the 
transitory appearance of the organisms in these three 
patients suggests that there is no true carrier state. 

Over the period of the investigation coliform diarrhoea 
had the same incidence as bacillary dysentery. This, plus 
the fact that several of the cases in the coliform series had 
blood and mucus in their stools, suggests that coliform 
diarrhoea in adult hospital patients may present itself in a 
manner similar to the shigella infections. There is, how- 
ever, one main difference between the two types of 
diarrhoea: dysentery organisms tend to remain in the in- 
testinal tract over a relatively long period, whereas infection 
with a type-specific coliform is usually transient. In most 
of the cases in the present series, particular coliforms could 
be identified only for about 48 hours, after which the stools 
became negative. 

Only two patients in the series had any contact with 
young children (Cases 1 and 15), and in neither instance was 
there any definite link of infection so far as can be ascer- 
tained. Case 9 had a remotely possible contact with the 
infected child in a neighbouring ward, but here again the 
chain of infection is obscure. Contact with infants there- 
fore does not seem to play an important part in the 
infection of adults with the type-specific coliforms. 


Summary 

During the examination of 894 faecal specimens from 
adult hospital patients, type-specific strains of Bact. coli 
were isolated from 15 cases. These strains belonged to 
O groups 111, 26, and 55; none of the E611, E990, or 
Canioni strains was found. Twelve of the positive cases 
had diarrhoea of varying severity ; two of these patients 
died, the associated organisms being Bact. coli 026.B6 
and O111.B4. ' 

It is suggested that diarrhoea in adult hospital patients 
can be caused by type-specific strains of Bact. coli and 
that it constitutes a definite syndrome for which the term 
“coliform diarrhoea” may be used ; the predisposing 
factors are discussed. 


We wish to thank Dr. Joan Taylor for supplying cultures of 
the type-specific strains from which antisera were prepared, and 
also for confirming the 15 strains isolated during the investigation. 
Our thanks are also due to Dr. A. D. Briggs, medical superinten- 
dent, Stobhill General Hospital, for permission to make use of 
clinical notes. 
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INFECTED URACHAL CYSTS 


BY 


H. I. REES, M.B., B.Ch., B.Sc., F.R.C.S. 
Senior Surgical Registrar, Luton and Dunstable Hospital 


The first undisputed report of cyst formation in the 
urachal relic was contributed by Lawson Tait in 1883. It 
was, however, the researches of R. C. Begg (1927, 1930) 
which established the nature of development and 
anomalies of the urachus on a firm basis. The following 
facts emerged. The urachus and bladder develop exclu- 
sively from the ventral cloaca. The urachus arises by 
a narrowing of the cranial end of the cloaca and shares 
with the bladder in its post-natal descent from the umbil- 
icus. In its descent the urachus drags down the adven- 
titia of the obliterated umbilical arteries and, at the same 
time, its apex becomes broken up, leaving behind its 
epithelial cells. These epithelial cells may proliferate to 
form adenomata or, by central degeneration, give rise to 
cyst formation. 

Although containing pus and debris, many cysts are 
sterile, others grow Bact. coli, streptococci, or staphylo- 
cocci. The route of infection is probably haematogenous 
in most cases. 

Incidence.—In reviews of the literature, Weiser (1906) 
collected 89 cases and Kantor (1939) a further 38. Since 
1936 32 references to the condition have been found 
in the literature. Yoerg (1942) found only 3 cases in 
12,500 admissions to the Brady Urological Institute. The 
recorded literature gives the impression that anomalies 
of the urachus are rare, but few experienced surgeons 
fail to claim one or two cases, and my own ‘experience 
of four and possibly five cases in a short period 
strengthens the belief that they are not uncommon. 
Sex incidence is difficult to establish, but Kantor’s 
analysis suggests an approximately equal incidence. Age 
incidence in his series varies from 20 months to 69 years. 

Classification (Long, 1931).—({1) Those communicat- 
ing with the bladder. (2) Those communicating with 
the umbilicus. (3) Those communicating with the 
bladder and umbilicus. (4) Those communicating with 
neither. Group 4 cases are most common, and it is 
easy to understand how these may become group 1 or 
group 2 as a result of infection. 


Diagnosis and Treatment 


It is probable that the majority of group 4 cases never 
come to light unless they become infected ; they may give 
no symptoms and are discovered only at necropsy. The 
presence of a urachal cyst should always be suspected in any 
midline abdominal-wall swelling lying between the umbilicus 
and the symphysis pubis. Differentiation from vitelline 
cysts is facilitated when it is remembered that the latter are 
not continued downwards as a sinus towards the symphysis 
pubis (Yoerg, 1942). Cystoscopy helps in group 1 and 
group 3 cases, and a patch of bullous oedema in the apex 
of the bladder may lead to the suspicion of an infected 
cyst. 

The ideal treatment is complete excision of the cyst and 
tract extraperitoneally. When infected, incision with drain- 
age is often safer. In many cases this is curative, and in any 
event does not make complete excision at a later date much 
more difficult. Infection of the peritoneal cavity can gener- 
ally be well controlled with chemotherapy, and, though un- 
desirable, spillage does not lead to the serious peritonitis of 
former days. Opening the peritoneum need not be feared if 
that is necessary for the complete removal of the cyst and 
its tract. 
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Case 1 

A roadman aged 46 was admitted to hospital complain- 
ing of difficulty in passing urine for three days, and of com- 
plete retention on the day of admission. 

On examination his temperature was 99° F. (37.2° C.); 
his abdomen revealed an old puckered appendicectomy 
scar with surrounding fibrosis, and the scar of a right 
inguinal hernia repair. The bladder was distended half- 
way to the umbilicus. After unsuccessful catheterization 
he passed 14 oz. (400 ml.) of urine and continued to do so, 
although at first with some difficulty. 

Investigations.—Urine: deposit of red blood cells, poly- 
morphs, and Gram-negative bacilli. Blood urea, 40 mg. per 
100 ml. Straight x-ray film and intravenous pyelogram 
normal. Cystoscopy showed general congestion of mucous 
membrane only. A diagnosis of acute cystitis was made, 
and after a course of penicillin the patient was discharged 
free from urinary symptoms. 

Two months later he was readmitted because of sub- 
umbilical pain before. during, and after micturition. He 
was Tow tender besww the umbilicus, and a plaque of in- 
duration was noted between the symphysis and the umbilicus 
but no swelling or inflammation. He had a mild fever 
and his urine contained mucoid material and a few red 
blood cells. Cystoscopy revealed a very prominent anterior 
cofhmissure to the prostate and a small rosette of bullous 
oedema in the dome of the bladder. These findings were 
interpreted as being probably due to a urachal diverticulum. 
A cystogram showed an ill-defined extension from the fundus 
of the bladder. y 

Operation (See Figs.“ la and 15)—Under penicillin 
cover a midline incision was made from the umbilicus to 
the symphysis pubis. This was deepened through the 
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Fics. la and 1b.—Diagrammatic representation of operation 
findings in 


rectus sheath to expose a glistening mass of fibro-fatty 
tissue. The bladder was opened and a mass the size of a 
billiard ball was palpable in the dome, but no diverticulum 
could be made out. In an attempt to dissect out this mass 
it ruptured, with the escape of cheesy material and pus. 
Running up from the cavity thus exposed was a track lying 
extraperitoneally and extending almost to the umbilicus, 
the surrounding tissues being almost cartilaginous in con- 
sistency. As much as possible of the anterior wall of the 
track and cyst was excised. The interior was then curetted 
and finally treated with the diathermy button to destroy 
any epithelial elements. The bladder was closed about a 
de Pezzer catheter and the cyst and its track were packed 
with paraffin and flavine gauze. The wound was left 
widely open. 

Pathology.—Sections of the walls of the cyst and track 
consisted of fibro-muscular tissue with inflammatory cell 
infiltration and exudate. Smears of pus showed fibrinous 
debris with epithelial cells and a few polymorphs. There 
were no organisms and no growth after 48 hours’ 
incubation. 

The wound slowly granulated to the surface; the de 
Pezzer tube was then removed and complete epithelization 
followed, leaving a very firm abdominal wall. Cystoscopy 
before discharge showed a completely normal bladder, and 
five months later he had no urinary symptoms and the 
abdominal scar was firm. 


Case 2 


A bricklayer aged 31 was admitted to hospital, having 
had soreness and swelling at the umbilicus for two weeks, 
followed by some vague abdominal pains. For the last 
four days the abdominal pain had become more severe. 
Meanwhile the swelling at the umbilicus had become 
larger, tender, and red. For three days he had not 
had his bowels open or passed flatus. He felt sick, but had 
not vomited. He had not previously noticed a swelling at 
the umbilicus, although it had never been a depressed scar. 
There had mever been any discharge from the umbilicus or 
any urinary symptoms. 

On examination his temperature was 100.6° F. (38.1° C.), 
pulse 80, and respirations 20. Protruding from the 
umbilicus was a red glistening swelling, about 2.5 cm. in 
diameter, which was very tender on palpation. At first 
sight this looked like a knuckle of bowel protruding 
through the umbilical cicatrix, but more careful examina- 
tion showed it to be covered with skin, continuous around 
the margin of the umbilicus with the skin of the anterior 
abdominal wall. There were tenderness and guarding in 
both iliac fossae and in the umbilical region. Bowel sounds 
were accentuated. A provisional diagnosis of inflamed 
umbilical hernia with strangulated contents was’ made. 

Operation.—The swelling was explored through a trans- 
verse elliptical incision and an infected urachal cyst was 
found. To its peritoneal surface the omentum was firmly 
adherent, and when this was separated the thin wall of the 
cyst ruptured, with discharge of pus and necrotic material. 
The whole cyst and the urachal cord were dissected out 
along with the umbilical arteries and their peritoneal 
coverings. The abdominal wall was repaired with stainless 
steel wire. 

Apart from minor wound sepsis he made an uneventful 
recovery. The wound healed completely, leaving a firm 
abdominal wall. ; 

Case 3 


A carpenter aged 28 was admitted to hospital. Seven 
days previously he had noticed a stiffness in the region of 
the umbilicus after lifting some heavy weights. This per- 
sisted, and for four days there had been a yellowish dis- 
charge from the umbilicus. On the day of admission he 
developed a pain around the umbilicus, which became 
worse and at the time of examination was constant and 
severe. He had no alimentary or urinary symptoms. 

On examination his temperature was 99.4° F. (37.4° C.), 
pulse 100, and respirations 20. In the umbilicus was a 
small red nodule from which yellow pus exuded on pressure 
around. There was generalized abdominal tenderness. 
The bowel sounds were normal and cystoscopy was nega- 
tive. A provisional diagnosis of infected urachal cyst was 
made. 

Operation.—Under penicillin cover, an elliptical incision 
was made around the umbilicus, and on deepening it 
through the rectus sheath a small urachal cyst was found 
in the extraperitoneal tissue below the umbilicus. A well- 
marked urachal cord continued down from this. The cyst, 
cord, and obliterated hypogastric vessels, as well as a por- 
tion of the ligamentum teres, with the peritoneum covering 
their posterior surface, were then excised. The wound was 
closed in layers, using stainless-steel wire for the rectus 
sheath. The subcutaneous tissues were drained with 
corrugated rubber. He made an uneventful recovery. 

Pathology.—Microscopically no epithelial lining to the 
cyst was present and no lumen was visible in a transverse 
section of the distal end of the urachus. There were many 
pus cells and mixed organisms in the pus, but no growth 
on culture. 


Case 4 


A storeman aged 33 was admitted to hospital, having had 
a discharge from the navel for three weeks. His doctor 
had given him penicillin cream to apply. ‘Three days before 
admission he began to have pain below the umbilicus which 
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was griping and spasmodic but not very severe. There was 
no nausea or vomiting, and no alimentary or urinary 
symptoms. 

On examination a purulent discharge was seen coming 
from the umbilicus, and just below it there was a small 
spheroidal swelling in the abdominal wall. Cystoscopy and 
cystography were normal. 

Operation.—A midline incision with an ellipse was made 
around the umbilicus. A urachal cyst was defined and dis- 
sected free. The urachal cyst was followed down to the 
dome of the bladder, where it was clamped and divided. The 
bladder wall was repaired in two layers with catgut. The 
obliterated hypogastric arteries were also dissected out, the 
whole procedure being performed extraperitoneally. The 
linea alba was repaired with wire and the skin closed about 
a corrugated drain. 

Pathology.—Microscopically there was no_ epithelial 
lining to the cyst, and no lumen was present in a transverse 
section of the distal end of the urachus. The appearances 
were those of an infected urachal cyst. 


Comment 


Cases 1 and 2 fall into Long’s group 4, and Cases 3 and 4 
into group 2. They show several interesting points in the 
ways they presented, in diagnosis, and in treatment. Case 
1 presented first as acute retention of urine, and there was 
difficulty in deciding how this arose. A possible explana- 
tion is that inflammation in the urachal relic caused a block 
in the lymphatic territory, which it presumably shares with 
the bladder-neck, since both derive from a common 
ancestor—namely, the ventral cloaca. This would cause 
oedema around the neck of the bladder, and a “ congestive 
stricture” would result. Some support is given to this 
theory by the finding, on cystoscopy, of “a prominent 
anterior commissure” to the prostate which was probably 
due to oedema, since it had completely disappeared at 
the final examination. The ring of bullous oedema in 
the dome of the bladder which gave the first clue to the 
diagnosis was very striking indeed. Case 2 presented as 
an inflamed umbilical hernia with strangulation, and only 
at operation did the true nature of the condition become 
apparent. Cases 3 and 4 complained of a discharge from 
the umbilicus with an associated midline swelling, and a 
pre-operative diagnosis was made with confidence. 

Case 1 was treated by saucerization of the cyst and track 
combined with diathermy cauterization of the epithelial 
lining. In Cases 2 and 3 the umbilicus and the urachal 
cyst and track were excised with their covering peritoneum ; 
while in Case 4 the cyst and track were dissected out without 
opening the peritoneum. The final result was similar in 


each case. 

In the last year one other case has been seen, which, 
although not capable of complete proof, is highly suggestive 
of urachal pathology. 


A housewife aged 64 complained of a painful swelling in the 
lower abdomen of one week’s duration. She had recently had an 
attack of influenza and bronchitis, but no symptoms referable to 
her genito-urinary or alimentary tracts. On examination there 
was a large rounded swelling in the anterior abdominal wall, 
extending up from the symphysis pubis, half-way to the navel. 
There was central fluctuation beneath red and oedematous skin, 
and obviously pus lay underneath. The mass was incised and a 
large quantity of foul-smelling pus escaped from a subcutaneous 
abscess. The latter led through a hole in the linea alba to 
another abscess cavity lying behind the recti muscles but in front 
of the peritoneum, which was intact. The abscess was saucer- 
ized and drained through two lateral stab drains with suture of 
the midline incision about a central drain. She made an unevent- 
ful recovery, and when seen eight months later the lower 
abdomen was quite healed and soft. Pathological examination 
of ‘the pus showed numerous pus cells but no organisms. There 
was no growth on culture. 

The midline situation of the abscess, its “ collar-stud” 
nature, and the fact that the communication between its 
two compartments was so strictly midline suggested an 


infected urachal cyst as a possible diagnosis. Of course, the 
alternative diagnosis of an infected haematoma brought on 
by her recent coughing is equally admissible. 

These cases seen in a short period: seem to indicate that 
the urachal remnant is a more frequent cause of disease in 
the umbilicus and anterior abdominal wall than is perhaps 
generally realized. 


Summary 
The development of the urachus and the pathogenesis 
of urachal cysts are discussed. 
A note is added on their incidence, diagnosis, and 


treatment. 

Four cases of infected urachal cysts and possibly a 
fifth case are described and the clinical and operative 
findings commented upon. 


I should like to express my gratitude to Mr. D. P. Marks, of 
Stratford-upon-Avon Hospital, and Mr. Henry Clarke, of Luton 
and Dunstable Hospital, for permission to publish these cases and 
for assistance with their management; to Mr. L. R_ Broster for 
encouragement and criticism .in writing this paper: to Li. J 
Bradley Watson for the pathological reports; and to the iibrarian 
of the B.M.A. Library for considerable help with refe:ences. 
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LINGUAL THYROID 


BY 


K. SICHER, M.D., D.MLR. 


Radiothetapist in Charge, Coventry and Warwickshire 
Hospital 


Lingual thyroid is a rare occurrence. It appears that 
Hickman recorded the first case in 1869. Buckman 
(1936) collected 242 cases from the literature up to and 
including 1935, but Montgomery (1935, 1936), studying 
probably the same material, reduced this number to 144 
which he accepted as genuine lingual thyroids. Crispell 
and Parson (1950) stated that up;to 1949 a total of 276 
cases had been reported. Between 1949 and 1951 I was 
able to find seven more reports of lingual thyroid, includ- 
ing the case described below. In all these cases the 
lingual thyroid was causing symptoms ; the incidence of 
silent cases will never be established. 

Montgomery recognized as authentic lingual thyroids 
only those cases in which a specimen was examined and 
proved histologically to consist of thyroid gland tissue 
and when the lesion was situated in the tongue substance 
between the epiglottis and the circumvallate papillae. 
From the embryological point of view, it is natural to 
expect that the most common site for its occurrence in 
the tongue should be in the region of the foramen 
caecum. 

According to Montgomery (1935, 1936), Goetsch 
(1948), and Nordland and Nordland (1950) “lingual 
thyroid ” and “lingual goitre” should not be confused 
with “aberrant thyroids,” as they accept the view of 
Warren and Feldman (1949) that the latter are meta- 
static deposits from carcinoma of the thyroid gland. 

A great majority of reported lingual thyroids were 
histologically diagnosed to be benign. A _ definite 
malignancy in lingual thyroids was reported in few 
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instances (Graham and McWhirter, 1947). Most cases 
resembled the normal thyroid tissue, but adenomatous 
changes have been observed in some. In most of them, 
normal type of epithelium predominated, and in others 
the foetal type was present. Simple goitre of colloid 
type has also been seen. 


Lingual thyroids or goitres are detected usually when 
their size is such that they give rise to symptoms, It has 
been postulated that thyroid insufficiency is responsible 
for most, if not all, simple hypertrophies of ‘lingual 
thyroid tissue. No case has been reported with hyper- 
thyroidism. The thyroid insufficiency may arise when 
a special stress such as puberty, pregnancy, or lactation 
exists, and in the total absence of the thyroid in the 
normal anatomical position these factors excite a com- 
pensatory hypertrophy of the ectopic thyroid tissue. 
This view is well supported by the histories of the 
recorded cases. The menopause was also described as a 
possible factor. Most of the patients were females. 


The interesting feature in the following case is the 
unusual presenting symptom of haematemesis, which 
was misleading enough to cause considerable delay in 
establishing the diagnosis. The rarity of this condi- 
tion precludes learning from one’s own experience. 
The main object of this paper is to draw attention to 
its existence and to give guidance in management of a 
similar case. 


Case Report 


A married woman aged 30 was admitted as an emergency 
case in December, 1950, because of haematemesis, but giving 
no previous history of vomiting or dyspepsia. She was of 
small stature, 4 ft. 8 in. (142 cm.), fairly well nourished, and 
of limited intelligence. She had two children, both delivered 
by caesarean section. She was now six months pregnant. 
There had been amenorrhoea for the past seven years. Abdo- 
minal examination revealed no epigastric tenderness. Her 
pulse was rapid, of poor volume ; heart sounds were good ; 
blood pressure was 120/70. Her blood count was: Hb, 
50% ; colour index, 0.7; red cells, 3,500,000; white cells, 
20,000 (polymorphs 85%, lymphocytes 10%, large mono- 
cytes 4%, eosinophils 1%). Three pints (1.7 ml.) of blood 
was transfused, following which her blood count was 
brought to normal limits. She remained under observa- 
tion for about a fortnight, and as there were no further 
symptoms she was discharged and advised to attend the 
antenatal clinic. She was delivered of a stillborn baby by 
caesarean section on March 15, 1951. 

She was well until June, 1951, when she was again admit- 
ted as an emergency because of another haemorrhage. This 
time, however, she said that she “felt fluid at the back of 
her throat” which she kept swallowing. She vomited about 
4 to 4 pint (140 to 280 ml.) of blood in the ambulance. 
At the same time she noticed that her voice became “ thick.” 
Examination of the mouth with the help of a laryngeal 
mirror revealed a pale-pink, globular, and firm mass, 
approximately 2.5 cm. in diameter, which was attached to 
the tongue in the region of the foramen caecum. The 
mucous membrane running over it was intact, and there 
were numerous dilated veins which were probably respon- 
sible for the haemorrhage. The suprasternal space appeared 
to, be much emptier than usual, and the trachea was easily 
palpable. Thyroid could not be felt in the neck. A lateral 
x-ray film of this region confirmed the existence of a well- 
defined swelling at the far end of the tongue. The opinion 
was expressed that the mass was most probably a lingual 
thyroid. 

Her family history revealed that both parents are rather 
small, approximately the same height as she is. She has 
three sisters and one brother. One sister and the brother 
are of normal height, but two other sisters are not much 
taller than she. Her two boys are of right size and weight 


for their age. She knew that she was thyroid-deficient, as 
her family doctor had been giving her thyroid tablets from 
2 years of age. Her voice became thicker after the first 
haemorrhage (December, 1950), when she was six months 
pregnant, and during the last month or two of pregnancy 
she began to have difficulty in swallowing. 

Because of the risk of a haemorrhage, a diagnostic test 
with radioactive iodine was advised instead of biopsy. 
A tracer dose of 100 uc. of I’** was given orally, and the 
measurements were started six hours later with a Geiger 
counter. These demonstrated that the iodine was taken up 
by the mass in the posterior third of the tongue, and that 
there was no evidence of any uptake in the neck. The 
48-hours urinary excretion of I'*' was about 60%. The 
B.M.R. was +1%. The diagnosis of a lingual thyroid was 
therefore confirmed. In view of the history of thyroid 
deficiency, treatment with Lugol’s iodine was begun. After 
six weeks of this treatment the swelling showed no change 
in size. As it was thought that surgical removal would 
involve a great risk, especially of haemorrhage, it was 
decided to treat her with radioactive iodine. Because of 
her age, only 5 mc. of I'*’ was administered in September, 
but as there was no change in size of the thyroid after 
three months a further dose of 20 mc. was given in January, 
1952. Its urinary excretion increased to 78% in the first 
48 hours. The B.M.R. taken at the same time was —19%. 
Even after this dose the swelling did not appear to shrink, 
but in fact it looked larger. She began to complain of 
more difficulty in swallowing, dysphonia was more pro- 
nounced, and she had two more small haemorrhages. Her 
weight increased slightly and her face was somewhat puffy. 
At the end of March her B.M.R. was —24%. It was then 
decided that the thyroid had to be removed surgically. 
Operation was carried out on May 12; the tongue was 
pulled well out, and, with a finger supporting the tumour 
from behind, access was surprisingly good. An incision 
was made over the anterior part of the swelling, which 
was then shelled out without any difficulty. Haemorrhage 
was easily controlled by interrupted sutures. 

The post-operative course was uneventful, and she was 
discharged after nine days. The pathological report was 
as follows: “ The specimen is well encapsulated, roughly 
spherical in outline, and about 4 cm. in diameter. The 
cut surface suggests thyroid tissue. Section confirms that 
it consists of thyroid tissue which shows marked variation 
in structure from active epithelial hyperplasia to involution 
and quiescence. There is no evidence of malignancy.” 

On August 12 her swallowing was good and her voice 
was normal. Myxoedematous signs and symptoms became, 
however, much stronger. The B.M.R. dropped to —38%, 
and she was given thyroid extract. Since then she has 
remained well and symptom-free. 


Diagnosis 


According to Goetsch, lingual thyroid has to be differen- 
tiated from adenoma, angioma, salivary tumour, fibroma, 
non-thyroid cysts, and the rare instances of malignancy 
such as sarcoma, lymphosarcoma, and carcinoma. Apart 
from the characteristics associated with thyroid insuffi- 
ciency, which are frequent, most symptoms are caused by 
the pressure and obstruction of the lingual swelling. Various 
degrees of dysphagia, dysphonia, and dyspnoea are the most 
common symptoms. Occasionally, tightness in the throat 
or a choking sensation is the only. complaint. Recurrent 
haemorrhage from the mouth was one of the symptoms 
recorded. 

It is important to remember that in examination of the 
mouth extreme protrusion of the tongue is essential, as a 
small nodule can easily be overlooked. Inspection with a 
laryngeal mirror should not be omitted. Lateral x-ray films 
of the soft tissuie of the face and neck will help in locating 
the lesion. 

Nachman et al. (1949), and Crispell and Parson (1950), 
diagnosed their cases with a tracer dose of I'** and physical 
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measurements with a Geiger—Miiller counter. In my case 
this test was found to be most helpful, and it is strongly 
recommended because of its accuracy, simplicity, and 
absence of risk. Biopsy, the obvious procedure in diag- 
nosis of most tumours, seems to be superfluous. It is worth 
noting that the results of the tracer dose corresponded with 
those of the B.M.R. in this case. 


Treatment 


Lingual thyroid has never been successfully treated medi- 
cally. Montgomery tried Lugol’s solution without success. 
In some goitres thyroid extract could perhaps be of some 
benefit, but it is doubtful whether it would adequately re- 
duce the symptoms caused by obstruction, nor would it 
eliminate a recurrence of a haemorrhage. The only other 
methods available are radiotherapy and surgery. It seems 
hardly justifiable to treat a simple goitre with high dosage 
of deep x rays, which would result in severe skin and 
mucosal reactions. Small dosage would be of little if any 
effect. 

Treatment with radioactive iodine, mainly because of its 
simplicity and its effectiveness in other thyroid conditions, 
would seem to be an obvious method to explore. Hamilton 
and Lawrence (1942) have demonstrated that the administra- 
tion of I'*' to rabbits was followed by a decrease in size of 
the normal thyroid. Since then this isotope has been success- 
fully used in the treatment of toxic goitres in various centres. 
Buck and Guthrie (1949), and Schilling et al. (1950) have 
reported cases of lingual goitres treated with I'", but, 
although decrease in size was claimed, in neither case was 
the resolution of the swelling complete, and some of the 
symptoms persisted. Myxoedema was produced in each 
case. A study of the concentration of I" in thyroid by 
radioautography revealed that the absorption of iodine 
depended greatly on the type of predominant tissue, and it 
was seldom homogeneous. It was said that thyroids with 
abundant colloid are more likely to concentrate the isotope. 
In my case no beneficial effect whatsoever was observed. 
Once the lingual thyroid reaches the dimensions when the 
patient starts to have more than occasional discomfort, and 
especially when a haemorrhage occurs, one is forced to 
remove the tumour and disregard the thyroid function in 
order to eliminate the symptoms. 

Furthermore, it is generally accepted at present that no 
radioactive substance should be given in therapeutic doses 
to young patients. As the result of treatment with this 
isotope is doubtful it seems ill-advised to break this rule in 
the case of a lingual thyroid, which occurs mostly in 
children or young adults, unless there are strong contra- 
indications to surgery. . 

It was stated by some authors that surgery is technically 
difficult and because of anaesthetic hazards and the difficulty 
in controlling the bleeding it should be replaced by therapy 
with radioactive iodine. My experience in this single case 
was to the contrary. In fact, the extirpation of this goitre was 
characterized by absolute simplicity in every respect. Others 
who have also chosen the oral route in recent years found 
no apparent difficulties, and one wonders if modern anaes- 
thesia and surgery would not remove the above-mentioned 
objections. The extraoral route was adopted by some in 
unusually large tumours. The most commonly expected 
sequel is thyroid. insufficiency, which, however, can be easily 
controlled by giving small doses of thyroid extract. This 
complication might be avoided in cases of thyroids which 
are not encapsulated, and it seems reasonable to follow the 
advice given by Goetsch, that complete removal or destruc- 
tion need not be attempted. 


Summary 


A case of lingual thyroid is reported in detail, and a 
short‘ survey of the literature regarding this rare con- 
dition is made with reference to its incidence and patho- 
genesis. Its diagnosis and treatment are more fully 


discussed, and evaluation of radioactive iodine as a 
diagnostic and therapeutic agent is attempted. On the 
basis of recorded cases in the literature and from my 
own experience it is concluded that I’*' serves as the 
most valuable test towards the diagnosis, but in treat- 
ment the surgical approach is found to be preferable. 


I wish to thank Mr. T. H. Berrill, who performed the opera- 
tion, for his helpful co-operation and Dr. W. C. MacCullagh 


Wilson for his pathological investigations. 
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“LE.” Cells in Acute Disseminated Lupus 
Erythematosus Treated with A.C.T.H. 


Many cases of acute disseminated lupus have now been 
treated with A.C.T.H. or cortisone (Montgomery and 
McCreight, 1949; Brunsting et al., 1951; Haserick et al., 
1951). However, the initial detection of L.E. cells in this 
disease after treatment with A.C.T.H. or cortisone has rarely 
been recorded (Haserick, 1951; Michael et al., 1951). The 
following case showed this phenomenon. 


CASE REPORT 


A single woman aged 23 was admitted to hospital on 
August 21, 1951, with a two-months history of a rash 
around the eyes, cheeks, nose, and “V” of the neck. She 
had taken four tablets containing phenolphthalein a few 
days before the rash appeared. Five weeks later she com- 
plained of malaise, nausea, shivering, pains in the limbs, 
and swelling of the face. The following week the rash had 
spread to involve the hands and feet. Her past history was 
uneventful, apart from an attack of “ influenza ” which was 
treated with sulphonamides at the age of 17 years. She 
denied being given sulphonamides on any other occasion, 
and gave no history of sensitivity to sunlight. 

On examination she appeared seriously ill. Her tempera- 
ture was 103° F. (39.4° C.), pulse 120, respirations 20, and 
blood pressure 110/60. A violaceous erythema extended 
over her face, ears, scalp, and “ V” of the neck, and scaling 
and crusting were present on her cheeks. The swelling on 
her face -was such that her eyes could be opened only with 
difficulty. The pulps of the fingers and toes showed /erythe- 
matous patches, and telangiectases were present around the 
nail-folds. The mucous membranes of the mouth and lips 
were superficially eroded. Modérate painless enlargement 
of the axillary, cervical, and epitrochlear glands was present, 
and the spleen was just palpable on inspiration. No abnor- 
mality was detected in the chest or locomotor or nervous 
system. 

Investigations —Hb, 12.58 g. per 100 ml.; red cells, 
4,200,000 ; white cells, 4,000, with a lymphopenia and toxic 
granulocytic changes ; platelets, 90,000 per c.mm. (Lempert). 
The iliac marrow smears. showed changes consistent with a 
severe toxic process. Plasma proteins, 7.19 g. per 100 ml. 
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(albumin 3.3 g., globulin 3.8 g.). Urine, normal. Blood urea, 
83 mg. per 100 ml. Urinary creatinine, 1.41 g./24 hours ; 
plus creatine, 1.54 g. Blood culture, negative. Paul- 
Bunnell reaction, negative. No L.E. cells found, using the 
technique of Eppes and Ludovic (1951). 


A diagnosis of acute disseminated lupus erythematosus . 


was made. Over the next few days the patient’s clinical 
condition deteriorated, and she became very drowsy. 

Starting on August 28, 50 mg. of A.C.T.H. daily was given 
by intravenous drip in 5% dextrose solution for four days, 
followed by 40 mg. daily for a further four days. Within 
12 hours the temperature had fallen to normal, and there 
was subjective improvement. On August 29 numerous L.E. 
cells were found in the peripheral blood for the first time. 

A.C.T.H. was discontinued on September 4 because signs 
of pneumonia developed at the right lower lobe. By this 
time all the skin manifestations had disappeared. Chlor- 
amphenicol, aureomycin, and penicillin were given without 
any exacerbation of the lupus erythematosus, and she was 
discharged home on October 13 still complaining of general 
weakness, but afebrile and with no abnormal physical signs. 
Coincident with the clinical improvement the number of 
L.E. cells in the peripheral blood decreased, and two days 
before discharge could no longer be demonstrated. The 
A/G ratio had also reverted to normal. 

During the next three months she felt very well and was 
symptom-free. Her weight steadily increased, and there was 
no clinical evidence of lupus erythematosus. 

Investigations on January 31, 1952, showed: Hb, 13.32 g. 
per 100 ml.; red cells, 4,800,000 ; white cells, 6,000, with 
normal differential count. E.S.R. (Wintrobe) had fallen 
from 38 mm. in one hour on October 25 to 28 mm. on 
January 31. Plasma proteins, 6.9 g. per 100 ml. (albumin 
4.5 g., globulin 2.4 g.). Urine, normal. 

At this time, however, L.E. celis were again found in 
the peripheral blood, and one week later the rash recurred 
on the face. On February 16 she was readmitted to hos- 
pital and given 50 mg. of A.C.T.H. intramuscularly daily 
for 10 days, followed by 100 mg. daily for two days. Then 
200 mg. of cortisone was given intramuscularly daily for 
three days, but, except for a transient initial response, her 
condition steadily deteriorated and she died on March 3. 
During this relapse L.E. cells were repeatedly found in the 
peripheral blood, there was a steady fall in the haemo- 
globin, erythrocytes, leucocytes, and platelets, the E.S.R. 
increased, the urine contained albumin, casts, and red cells, 
and the blood urea rose. The A/G ratio again became 
inverted, although the total protein values remained within 
normal limits. 


DISCUSSION 


This case initially showed a dramatic response to 
A.C.T.H., but the response during a relapse was almost 
negligible. The reason for this acquired resistance is not 
clear. 

Hargraves et al. (1948) first reported the finding of 
L.E. cells in heparinized bone marrow. They are usually 
polymorphonuclear leucocytes containing a rounded body, 
which is most often homogeneous, but may at times show 
a reticular or granular pattern. The presence of the inclu- 
sion body causes the lobes of the polymorph nucleus to 
be flattened out at the periphery of the cell. Occasionally 
similar bodies may be found in eosinophils or histiocytes. 
The inclusion bodies are derived from either polymorph or 
lymphocytic nuclei, and have been shown to contain desoxy- 
ribose nucleic acid. The production of the L.E. cell has 
been shown to depend upon an abnormal factor present in 
the gamma-globulin fraction of the patients suffering from 
lupus erythematosus. 

Although L.E. cells have been found most often and in 
greatest number in the acute and subacute varieties of 
lupus erythematosus, they have also been found in a few 
cases of the chronic discoid variety and occasionally in 
small numbers in other diseases. In a few cases of systemic 


lupus erythematosus these cells could not be found even 
after repeated search. Thus the significance of the L.E. 
cell is not finally settled. 

In the present case L.E. cells were found only after 
A.C.T.H. had been given, and not before the start of treat- 
ment. Haserick (1951) and Michael et al. (1951) report 
a similar finding in cases treated with cortisone. Haserick 
thought that in his case the initial negative finding may 
have been associated with the low level of gamma globulin 
in the plasma resulting ffom marked proteinuria. A posi- 
tive L.E. test was obtained eight days after starting cortisone 
therapy. The interval between starting cortisone and the 
finding of the L.E. cells is not stated in the case of Michael 


et al. (1951). 

Although the original plasma globulin was raised in the 
present case, estimation of the separate fractions was not 
undertaken. Perhaps this might have shown the gamma 
fraction to be low and thus account, as in Haserick’s case, 
for the negative result. There was no proteinuria at this 
time, and, although the blood urea was elevated, it has been 
shown that the in vitro addition of urea does not inhibit the 
formation of L.E. cells (Haserick, 1951). 

Another explanation might be that the A.C.T.H. had in 
some way stimulated the production of the L.E. plasma 
factor contained in the gamma-globulin fraction. On the 
other hand, it is realized that L.E. cells may disappear during 
treatment with A.C.T.H. or cortisone, although cortisone 
in vitro has been shown to exert no inhibitory effect on the 
plasma factor (Haserick, 1950). 

From the practical point of view it is suggested that when 
initial negative L.E. cell examinations have been obtained 
repeated tests should be undertaken, and in some instances 
it might be justifiable to administer A.C.T.H. or cortisone 
provocatively. So far as I am aware L.E. cells have not 
been demonstrated in other diseases following the use of 


A.C.T.H. 

The reappearance of L.E. cells in the peripheral blood 
occurred at a time when the patient was symptom-free. 
Other laboratory findings were normal, and the E.S.R. was 
still falling, although it had not returned to normal. The 
presence of L.E. cells was thus the first indication of the 
relapse that was to follow, and therefore was of prognostic 
value. Haserick (1951), however, thought that the finding 
of these cells is an indication of systemic involvement and 
not of value in prognosis. He also found that as the general 
condition improves the number of L.E. cells diminishes and 
may even disappear. There is no doubt that the finding of 
L.E. cells is a valuable aid in the diagnosis of systemic lupus 
erythematosus, and, although many other diseases have been 
investigated, positive results have only rarely been reported 
(Berman et al., 1950). 

It was originally thought that anticoagulants were 
necessary for the demonstration of L.E. cells, but their 
presence has been shown to be unnecessary (Eppes and 
Ludovic, 1951; Marten and Blackburn,-1953). 


I am very grateful to Drs. H. R. Vickers and I. B. Sneddon 
for permission to publish this case and for their constant help and 
encouragement, and to Dr. E. K. Blackburn for the haemato- 
logical findings and help in the preparation of this paper. 


R. H. MARTEN, B.M., M.R.C.P., 


Senior Registrar in Dermatology, Middlesex Hospital. 
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BRINGING HEALTH TO AFRICA 


African Highway: The Battle for Health in Central Africa. 

By Sir Malcolm Watson, M.D., C.M., D.P.H., LL.D. With 

introduction by Sir Eric Macfadyen. (Pp. 294; illustrated. 

£3 3s.) London: John Murray. 1953. 

The discovery of copper in Northern Rhodesia led to the 
establishment of four mines situated from thirty to sixty 
miles apart across the so-called Copper Belt. During the 
preliminary stages of the construction of the camps it be- 
came obvious that tropical diseases were rampant in the 
area and that, unless active measures were taken, ill-health 
would inevitably ruin the enterprise. In 1929 the mine direc- 
tors sought advice from the Ross Institute of Tropical 
Hygiene, where Sir Malcolm Watson was at that time 
director of the Department of Malaria. Practical guidance 
and help were at once forthcoming, and a team of experts 
was dispatched to investigate the situation and carry out 
whatever recommendations they made. In this they received 
the active support of the mine officials. 

Part I of this book describes the measures which brought 
about the evolution of the original primitive disease-ridden 
camps into the healthy up-to-date settlements which now 
occupy the same sites. The author acts as compére to a 
series of articles written by mine officials, medical officers, 
and research workers, together with copious extracts from 
official reports, and himself writes many chapters. The 
principal disease was malaria, and the vectors were 
Anopheles gambiae and A. funestus. The former was con- 
trolled without great difficulty, but the latter presented many 
problems which would have daunted a less experienced 
malariologist than Sir Malcolm. By the application or modi- 
fication of methods which he had evolved in Malaya, 
mosquito breeding was quickly brought under control. As 
often happens, the recession of malaria was accompanied by 
a corresponding improvement in the general health of the 
community, which was aided in no small measure by a 
progressive housing policy and strict attention to general 
hygiene and sanitation. The results can be assessed from 
the annual death rates among the African workers, which fell 
from 34.6 to 6.6 per 1,000 between 1930 and 1938. Perhaps 
an even more significant pointer is the fact that in 1946 the 
life insurance rates in the Copper Belt were the same as in 
the Witwatersrand and other parts of South Africa. 

The second part of the book gives some account of matters 
which have an important bearing on the health and well- 
being of the African village. 

African Highway is neither a textbook nor, strictly speak- 
ing, a book of reference, though it contains in an easfy 
accessible form a great deal of information of interest to 
those concerned with health problems in Africa. Rather 
it is a record of an outstanding achievement in tropical 
hygiene which redounds to the credit of the industrialists 
who had the vision to give it their unstinted support. It is 
not inappropriate that this book should be published in the 
year of the Rhodes centenary, for, as the author points out, 
the story it tells gives much food for thought to those who 
are disposed to denigrate so-called imperialism and private 


enterprise. 
J. S. K. Boyp. 


LUNG RESECTION 


Die Lungenresektionen. By Professor A. Lezius. (Pp. 143; 

149 figures. M. 49.80.) Stuttgart: Georg Thieme. 1953. 
This monograph is based on a personal experience,of about 
a thousand cases of operations on the lungs carried out in 
the university clinic of Hamburg by Professor Lezius. It 
deserves the most careful study by every surgeon engaged in 
this special field. It is in two sections. The first or general 
section deals with the indications for resection of the lung, 


carcinoma, bronchiectasis, chronic infections, tuberculosis, 
and non-malignant tumours. The main characters of each 
condition are discussed in brief but accurate detail. A 
description follows of the investigations required to estab- 
lish the possibility of operation, where due weight is given 
to pathological anatomy and essential features of the 
patient's condition. The author then considers the general 
technique of operations on the lungs, and describes in precise 
detail the closure of the pulmonary root. 

The special section describes in succession the exact and 
varied technique required for resection of the different lobes 
of the lung. In every instance the methods are illustrated 
by large-scale drawings of great precision and superb 
draughtsmanship, in which every detail of each operation 
can be followed with ease. They form a remarkable tribute 
both to the skill of the surgeon and to the patience of the 
artist. The section concludes with an interesting and im- 
portant account of closure of tuberculous cavities by re- 
section of the bronchus. 

Based as it is on a wide practical experience and most 
careful work, the volume is an example of all that a mono- 
graph should be on a new and difficult field, success in which 
has been achieved only by recent advances in our know- 
ledge of the anatomy and pathology of the lungs, the 
discovery of antibiotics, and new methods of anaesthesia. 
It is of interest that the author regards as most important 
of all the rise of the professional anaesthetist in Germany, 
a circumstance which may have an effect on Continental 
surgery quite outside the region of the chest. 

HENRY SOUTTAR. 


THE PHARYNX 


The Pharynx: Basic Aspects and Clinical Problems. Edited 
by Professor Abraham R. Hollender, M.D., F.A.C.S. 
>. 560; illustrated. £5 10s.) Chicago: Year Book Pub- 
lishers, Inc. London: Interscience Publishers Co. 1953. 
In his preface the author writes: “Recent developments 
and advances in Medicine in general and in Otolaryngology 
in particular have made it desirable that there should be 
available for students and practitioners a separate work 
dealing with direct and related problems concerning the 
Pharynx.” Since all parts of the upper respiratory tract are 
anatomically continuous, the wisdom of separating off one 
part is doubtful for the instruction of the student. Further, 
it is impossible to avoid some inclusion of adjacent parts. 
Dr. Hollender has invoked the collaboration of nineteen 
colleagues, and some overlapping and repetition are 
unavoidable. And as the contributors write in great detail 
on their special subjects the student at least will find the 
reading heavy going. Fortunately the editor has written 
a foreword to each cnapter and at its end has summed up 
the gist of the article, giving an appreciation of its contents. 
Both of these are so good and clear that the student might 
confine his reading to them. The advanced inquirer will 
find detailed knowledge on the pathological and clinical 
problems of all aspects of the subject and a wealth of 
facts and opposing opinions. There is, too, a comprehensive 
list of references at the end of each chapter. As is to be 
expected, the references are mainly to American literature, 
though a few British are included; but one misses some 
that are standard in this country. 

The book is divided into thirty chapters. The first six 
are respectively on anatomy, physiology, pathology, bacterio- 
logy, methods of diagnosis, and x-ray ‘examination. The 
last is admirable—profusely illustrated with clear repro- 
ductions of radiographs of all possible lesions. There 
follow four chapters on the clinical problems of the naso- 
pharynx ; the fourth is on stenosis of the posterior choanae, 
and operations for its relief are described in detail, with 
illustrations that should be helpful to the surgeon faced with 
one of these rare cases. Eight chapters are devoted to the 
mouth and oropharynx; the one on the manifestations of 
blood diseases is full and instructive. For removal of tonsils 
it does not appear that the Davis gag is used. For children 
under 16 open ether is advised, a view that certainly would 
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not appeal either to the patient or to the surgeon in Britain. 
For adults local analgesia is advocated. The uvula, salivary 
glands, and infections in the neck are considered in the 
next section. There are clear pictures of the fascial planes 
and the spread of infections in relation to them, but enough 
stress is not laid on how much fewer and less dangerous 
these infections have become since the advent of the anti- 
biotics, 

Tuberculosis, syphilis, and neoplasms are described ade- 
quately and their treatment given in detail. The statement 
that tuberculous lesions are comparatively common in the 
nasopharynx has not been recognized in British textbooks. 
A chapter on the relation of tonsillectomy and poliomyelitis 
is excellent. Opinions for and against operation during 
epidemics are supported by many statistics, but leave the 
question open. The final advice is to avoid operation during 
the summer months, when poliomyelitis is at its worst. 
The discussion on tonsils and rheumatism brings out the 
opinion generally held in Britain. 

Shortly, this work is a book of reference for the E.N.T. 
specialist. The illustrations are unequal in quality ; some 
are good, notably those of radiographs and pathological 
sections, but the clinical ones need knowledge for their 


interpretation. 
W. M. MOLLISON. 


EXAMINING THE NERVOUS SYSTEM 


Diagnostic Tests in Sonia A Selection for Office Use. 
By Robert Wartenberg, M.D. Forewords by Sir Gordon 
Holmes, M.D., F.R.S., and Stanley Truman, M.D. (Pp. 228; 
62 figures. $4.50 or £1 13s.) Chicago: The Yearbook 
Publishers, Inc. London: Interscience Publishers Ltd. 


The author, who works at the University of California 
School of Medicine, thinks that diagnosis in neurology, as 
in some other branches of medicine, is coming to depend 
too much on laboratory and other special methods of inves- 
tigation, while the bedside examination of the patient is too 
often neglected. His book is an attempt to correct this 
fault, and he clearly describes a large number of simple 
methods of neurological examination and the conclusions 
that can be drawn from them. He does not attempt to give 
a systematic account of examination of the central and 
peripheral nervous systems, nor does he mention some im- 
portant aspects such as the investigation of disturbances of 
speech. The numerous tests are well described and many 
are illustrated. Some of them are rarely used in Britain, 
and might with advantage be adopted. In his account 
of the signs of a lesion of the pyramidal tract he refers 
to eversion of the foot on the affected side, but what he is 
in fact describing and illustrating (p. 109) is external rota- 
tion of the hip and not eversion of the foot. His account 
of the reflexes, of which he has previously published a 
detailed study, is especially good, and he rightly avoids the 
use of eponyms to describe various ways of eliciting the 
same reflex; but it is doubtful whether his name of 
“triceps surae reflex” is ever likely to replace the more 
familiar “ankle jerk.” This book is a useful addition to 
accounts of clinical examination of the nervous system. 


J. W. ALDREN TURNER. 
ROYAL VICTORIA HOSPITAL, BELFAST - 


Fifty Years on the Grosvenor Road: An Account of the Rise 
and Progress of the Royal Victoria Hospital, Belfast, during 
the Years 1903-1953. By Robert Marshall, M.D., F.R.C.P., 
F.R.C.P.I., D.P.H. (9, College Gardens, Belfast.) (Pp. 139; 
illustrated.) 
The Royal Victoria Hospital, Belfast, had its origin in the 
year 1792 in a house, but as the city grew the need for 
larger premises led to the building of a hospital of 100 beds 
in 1815 and the increase in the number of beds to 186 in 
1870. In 1903, when the population of the city was 350,000, 
the present fine hospital in Grosvenor Road was opened. 
The (then) new hospital was original in design with 
clerestory lighting and the plenum system of ventilation, 
but in the course of 50 years many alterations and addi- 
tions have taken place, and it is the story of this period 


of development in the new building that is graphically 


* described in this book of 137 pages. The history of the 


Belfast General Hospital has already been written by 
Malcolm (1851), and the intervening period awaits a 
historian. 

The author divides the 50 years into 10 quinquennia, and 
in each period he first gives the main events of world 
history followed by a description of the chief changes in 
the hospital so that (as he intended) the pageant of the 
growth of the hospital passes before us with the panorama 
of the world’s activities as a background. This method 
makes it a little difficult to read the book straight through, 
but it serves to give a proper perspective to the picture.» 

Many famous medical men have come from the Queen’s 
University and from the Royal Victoria Hospital, and an 
account of many of them will be found in this book. Many 
of them (85%) have sought a career in other countries, 
chiefly in England, rarely in Scotland. The reader will note 
with interest that the distinguished men who 12 years ago 
were elected respectively President of the Royal College of 
Physicians and President of the Royal College of Surgeons 
of England, and who later were both created peers, were 
both of them sons of graduates of the old Queen’s University 
of Ireland. 

This is a faithful account of a celebrated institution which 
will be welcomed by all who have been connected with it, 
and it contains many facts which will be of interest to a 
much wider circle. We wish there had been an index of 


names. 
ZACHARY COPE. 


HINDU PSYCHOLOGY 


Mental Health and Hindu Psychology. By Swami Akhil- 
ananda. Introduction by Professor O. Hobart Mowrer. 
(Pp. 229. 16s.) London: George Allen and Unwin. 1952. 


In Hinduism the philosophic background of religion in the 
widest sense cannot be reached without mental training, 
and so religion and psychology are inseparable. Hence 
the place given to the technical training of the mind by 
Hindu thinkers. Our author, after long residence in 
America, believes that Hindu psychology has some qualities 
missed by Western psychology. The relative failure of 
much psychological treatment, particularly psycho-analysis, 
he attributes to the almost total separation of religion and 
psychology. 

His argument is that acceptance of the pleasure principle 
as a primary objective in life must lead to repression, But 
this is a wrong objective. Hinduism teaches that trans- 
formation of the emotions obviates repression. The 
standard of life in America, judged by wages and physical 
amenities, is high. If the resources of science could remove 
mental ill-health, America would be free of it. But mental 
disabilities are increasing, owing to an inherent defect in 
the customary Western outlook on life. In Hindu thought, 
the ideal is the unfolding of inner possibilities. “In the 
west, the problem is how much a man can possess ... im 
India the problem is, on how little a man can live.” When 
the comforts of the world are paramount the result is appre- 
hension and anxiety. 

Freud and his followers, who regard religion as _ illusion, 
come in for criticism; they lack a personal understanding 
of religion itself. To explain religious strivings in terms 
of a preconceived hypothesis produces distortions, not inter- 
pretations, of religious experience. The damage to human 
society arising from a confusion of mature and immature 
religious sentiment is immense. 

The complacency of some psychiatrists and their facility 
in providing psychopathological explanations for all human 
frailties is no guarantee that they have the answers. This 
volume does not claim to provide all the answers, but it 
does claim, with justification, that there is much in Hindu 
thought which could enrich Western psychological thought 


and practice. 
E. A. BENNET. 
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THE CARDIFF MEETING 


The only thing over which the organizers of the 
Cardiff meeting had no control was the weather. 
With everyone contributing so much and so freely, 
the skies, not to be outdone, determined to show that 
in the United Kingdom Welsh rain was as good as 
anywhere else. It dampened a few clothes but no 
one’s spirits. The topography of the Civic Centre, 
the glory of Glamorgan and of Wales, was quickly 
mastered by the visitors, and a quick dash from the 
City Hall to University College took one easily from 
one form of splendour to another. It was in the City 
Hall that a fortunate few from the B.M.A. had the 
privilege of lunching with the Queen. It was in the 
City Hall that the Representative Body met during 
three of its four daily sessions. And it was here that 
distinguished doctors of Britain, Canada, the U.S.A., 
and Sweden received their honorary degrees from the 
University of Wales. This was as it should be, 
because Cardiff as a city identified itself with the 
B.M.A. for the ten days of its meeting more closely, 
perhaps, than any city in any previous meeting. The 
Lord Mayor, Sir James Collins—knighted by the 
Queen on the first day of the meeting—was a host in 
himself, and was benevolently present on numerous 
occasions, saying the right word at the right time, 
and never too long at that. His example of kindliness 
was followed by the policeman in the street, by the 
trolley conductor, by the shopkeeper, the hotel staffs, 
and by the taxi driver (English in origin) who said 
that Llandaff was the largest city in Europe. For 
many, if not most, of the visitors, Cardiff was previ- 
ously but a local habitation and a name. But they 
soon learned that it was a centre of civilization, a city 
rightly proud of its civic advancement, of its contribu- 
tions to learning, of its bustling prosperity, of its spot- 
less cleanliness in the midst of coal and steel and great 
ports. Within the confines of the castle the remains 
of a Roman wall and a Norman keep are monumental 
reminders of Cardiff's long history, and the Tudor 
rose set on three ostrich feathers in the city’s crest 
bears witness to the close historical relationship 
between the land of the Saxons and the Angles and 
the land of the Ancient Britons. 


It was in the City Hall too that the retiring Presi- 
dent, Dr. P. T. O'Farrell, invested with his chain of 
office the new President, Mr. J. W. Tudor Thomas, 
around whose person the Annual Meeting revolved. 
The ethnologist a millennium hence may detect in these 
annual meetings of the Association a pattern which 
has the qualities of a ritual dance in which the Church, 
the State, and the local citizens join with the profes- 
sion of medicine, celebrating by speech and ceremony 
their interrelated works for the health of society. 
Mr. Tudor Thomas moved through the complicated 
ritual with dignity and a self-effacing ease which belied 
the unremitting effort and attention to smallest detail 
he has given in preparing those many activities the 
sum of which set the seal of success on a meeting 
which combines traditional ceremony, the hard busi- 
ness of medical politics, and scientific exposition. 
There was so much to do, so much to see, so much 
to learn, that at times the visitor found it hard to 
choose between alternative functions proceeding simul- 
taneously. If the President, by his qualities of mind 
and character, compelled the visitors’ admiration, 
Mrs. Tudor Thomas captured their hearts with her 
grace, friendliness, and charm. Seldom have the 
ladies who come to these meetings as wives and 
daughters been so surrounded with thoughtfulness 
and pleasure. It is always invidious to mention 
among so many the names of those who helped the 
President in his task, but Dr. John D. Spillane, the 
honorary local general secretary of the meeting, 
deserves special thanks. Needless to say, the arrange- 
ments for receiving and entertaining the visitors made 
by the various local committees, not forgetting the 
ladies’ committees, went with a swing from start to 
finish. 

As science secretary, Professor Gilbert I. Strachan, 
who was general secretary of the Cardiff meeting in 
1928, may well feel satisfied with not the least impor- 
tant aspect of an Annual Meeting. There was a good 
attendance at the seventeen scientific sections, and 
welcome confirmation of the value of the experiment 
started last year in Dublin—the holding of plenary 
sessions in which panels of experts make their vary- 
ing contributions on subjects of general interest and 
in which members of the audience can subsequently 
take part. The three subjects chosen this year— 
coronary disease, “ fibrositis,” and overweight—proved 
attractive to large audiences, and the chairmen and 
speakers had learned much from the Dublin experi- 
ment. There can be no doubt the plenary sessions 
have come to stay, and will prove to be of increasing 
value and interest to the general physician. This year 
the section on child health arranged a panel discus- 
sion on the care of the newborn—an innovation which 
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proved to be highly successful and worthy of imita- 
tion at subsequent meetings. At Dublin last year a 
scientific exhibition was staged for the first time. 
Again, many lessons were learned as a result, and 
those who planned the exhibition this year showed 
how well they had learned them in putting on a 
scientific exhibition of exceptional interest and merit, 
though there is still room for more simplicity in 
presentation. Especially notable were the exhibits 
of the Departments of Pathology and Bacteriology 
of the Welsh National School of Medicine and of 
the M.R.C. Pneumoconiosis Research Unit, Cardiff. 
In the trade exhibition this year there was an attrac- 
tive display of drugs, appliances, and books of value 
to doctors in their daily work. It was unfortunate 
that these two interesting and helpful exhibitions were 
housed—though excellently housed—just far enough 
away from the main meeting-places to make atten- 
dance at them a bit of an effort. And hosts at Cardiff 
in their generous hospitality filled the day so full that 
it was difficult to give the time to these exhibitions 
they so well deserved. 

So another B.M.A. year comes full circle. Mr. 
Tudor Thomas and his colleagues and the Cardiff 
Division can look back at the result of their labours 
with the satisfaction that comes from doing well a 
job that was worth doing, and they carry forward 
with them the gratitude of those who attended a 
memorable meeting and the affection of old and new 
friends. All who went to Cardiff for the first time 
last week will be anxious to return there. 








THE A.R.M. 

This year’s Annual Representative Meeting was faced 
with a full agenda, and on the first day its business 
was happily interrupted by the visit of the Queen to 
Cardiff. In spite of this the meeting came to an end 
at a reasonable hour on the Monday, and no important 
item on the agenda was scamped. The Represen- 
tative Body, if in a congenial mood, was thoroughly 
alert and the hall of the meeting was always full. 
Dr. S. Wand, who was unanimously elected for 
another year as Chairman of the R.B., conducted 
the business of the meeting in a masterly fashion, and 
also showed himself on other occasions as an admir- 
able spokesman for the Association. 

The meeting was fully reported in last week’s 
Supplement, and: here reference may be made to 
some of the outstanding matters debated. Perhaps 
the most important was the motion from the Win- 
chester Division, which was carried, that a Constitu- 
tion Committee should be set up to “consider and 
report on a reorganization of the Representative Body 


and such other constitutional matters as the Council 
may decide.” It was also resolved that not more than 
50% of the members of this committee should be 
members of Council. The jubilee year of the Repre- 
sentative Meeting is an appropriate time to choose for 
a review of the Association’s constitution. The posi- 
tion of the profession and of the B.M.A. in rela- 
tion to their work and especially to the State is 
vastly different from what it was in 1903. Each 
section of the profession in a nationalized health 
service has its own peculiar problems, and in attempt- 
ing to solve them two powerful autonomous com- 
mittees of the Association have been active over a 
very wide field—a field co-extensive with general and 
consultant practice. It would seem inevitable that 
their place in the B.M.A.’s constitution will be looked 
at afresh, as well as such other matters as the size of 
the Representative Body and the way in which it is 
constituted. At the meeting general practitioners 
showed their concern over the possible interference 
with their work by industrial medical officers and 
health visitors—a matter principally, it would seem, 
of establishing good relationships. In the Lincolnshire 
motion (carried) urging the establishment by the 
Ministry of Health of geriatric units, the voice of the 
general practitioner was again heard expressing fear 
that another part of his work might be taken out of 
his hands. Other motions showed that practitioners 
continue to press for general-practitioner hospitals 
and for better access to diagnostic facilities—and 
their concern for their patients was expressed in the 
vote given against the shilling tax on prescriptions. 
The debate on a motion (carried) that the Council 
of the Association “ should produce a scheme for the 
return of goodwill” and report to the R.B. next year 
showed there is still a lively interest in the buying and 
selling of practices, and that experience of the past 
five years has convinced many that the abolition of 
this custom has, as one speaker put it, caused as many 
difficulties as it set out to solve. But, as Dr. Wand 
pointed out, the passing of the motion has not altered 
the Association’s policy: the Council has been 
instructed to produce a scheme, and the policy of the 
Association in relation to it will be determined when 
that scheme is presented to the R.B. next year in 
Glasgow. The outstanding matter in the report of the 
Central Consultants and Specialists Committee was 
the remuneration of hospital medical staffs. Dr. T. 
Rowland Hill, in presenting the report, made it clear 
that his Committee was insisting on the implemen- 
tation of the Spens Report, “ which had been publicly 
accepted by the Government immediately before the 
inauguration of the Service, and which had also been 
accepted by the medical profession.” Any wavering 
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on this would be of the greatest disservice to the con- 
sultants of to-day and to-morrow. The unanimous 
vote of the R.B. in support of the consultants’ claim 
has given them a firm backing. Linked with this 
theme is one of immediate importance—the establish- 
ment of an independent Court of Arbitration. It is 
incredible that the Minister of Health and the Secre- 
tary of State for Scotland have recently refused to 
meet the Staff Side of the Whitley Councils to discuss 
this matter, especially as in 1947 the then Minister of 
Health promised to help if there were any difficulty 
in setting up the Whitley machinery. The absence of 
an independent Court of Arbitration to which either 
side may have the right to take a matter in dispute 
is something that cannot be tolerated much longer, 
and Dr. K. Cowan, in presenting the report under 
“Public Health,” put the whole matter before the 
R.B. with great clarity. As the Chairman of Council, 
Dr. E. A. Gregg, said earlier in the meeting, arbitra- 
tion is “a right which is a matter of common human 
justice ” ; and it is a right which the Association will 
press with every determination to secure. 








MORBIDITY OF CHRONIC RHEUMATISM 


One of the most important aims of the Health Service 
must be to relate the hospital service to the needs of 
the community. Clearly, accurate knowledge of the 
morbidity of various diseases is needed if it is to 
succeed. In certain groups of diseases, especially 
those of low mortality, this information is difficult 
to come by, and, as the Empire Rheumatism Council 
has recently pointed out, particularly is this so for the 
chronic rheumatic diseases. The Newman Report’ 
of 1924 was based on general practitioners’ records 
and referred only to employed people covered by 
National Health Insurance, thus excluding large sec- 
tions of the population. Although Dr. J. Alison 
Glover wrote his classic report in 1928’ from the 
Ministry of Health drawing attention to the need for 
special study of this group, little further official action 
was taken until 1945, when the Department of Health 
for Scotland published the results of a further survey* 
subject to much the same defects as the Newman 
report. Fortunately, as a result of a generous gift 
from the Nuffield Foundation, a Department of 
Rheumatism Research was founded in 1947 in the 
University of Manchester, and at last it has been 
possible to carry out a field survey, giving adequate 
information. This survey, of the industrial town of 

1 The Incidence of Rheumatic Diseases, 1924, ed. G Newman. “ie Z 


Health Reports on Public Health and Medical Subjects, No. 23. 
SGlover, J A., A Report on Chronic Arthritis, 1928, Ministry of Health 





Reports on Public Heaith and Medical Subjects, No. 52. H.M.S.O. 

8 Chronic Rheumatic are 1945. Report of the Medical Advisory 
Committee (Scotland). H.M.S.O. 

4 Ann. rheum. Dis., 1953, 12, 5. 


Leigh in Lancashire, of about 50,000 inhabitants, was 
on a carefully calculated sample of 3,515 inhabitants 
over the age of 15. The results have been pub- 
lished by Drs. Kellgren, Lawrence, and Aitken-Swan,*‘ 
and they are of the greatest interest both to clinicians 
and to administrators. 

While the more advanced cases of rheumatoid 
arthritis, osteoarthritis, ankylosing spondylitis, and 
gout are clearly recognizable, the earlier cases may 
not be, although, as in other diseases, the more expert 
the examiner the earlier the diagnosis. The “large 
variety of more transient painful syndromes, which 
are usually called fibrositis, neuritis, or lumbago ” are 
less easily defined, and where these workers were un- 
able to make a firm diagnosis they wisely classified 
them as indeterminate. The controversial and 
perhaps fashionable “ slipped disk ” had to be faced, 
and they divided cases into two categories: the frank 
prolapse, and disk degeneration, the former being less 
common and occurring in younger people. 

Among the mass of interesting information that 
comes out of this study we learn that the overall com- 
plaint rate was 33% over the previous five years 
and 19% at the time of the survey. 4.5% of the 
males and 7.9% of the females were suffering from 
osteoarthritis, 1.4% and 3.3% from rheumatoid 
arthritis, and 4% of the males had symptoms refer- 
able to a disk lesion. The findings in the older people 
are of special interest in view of their increasing pro- 
portion in the population. Of the females over 60 
25% had osteoarthritis ; 4% of the males and 9% of 
the females had rheumatoid arthritis. The vertebral 
disk is a greater cause of symptoms in males, cases 
being twice as common as in females. The maximum 
incidence (12%) occurred in the fifth decade of life, 
though in the fourth decade 7% had symptoms. The 
undetermined diseases affected an earlier age group 
than osteoarthritis or rheumatoid arthritis, and the 
incidence fell off with increasing age, when the inci- 
dence of osteoarthritis or rheumatoid arthritis was 
rising, suggesting that at least some of them are due to 
as yet undiagnosable manifestations of these diseases. 
Half the patients with rheumatoid arthritis lost no 
working time, showing that rheumatoid arthritis is by 
no means necessarily a crippling disease. Neverthe- 
less, 20% of the males and 31% of the females lost 
three months’ ‘work or more during the preceding five 
years. Disk disorders were also an important cause 
of lost working time, and even in the undetermined 
groups some 30% of affected males had lost one 
week or more and 6% as much as three months from 
work. As to the economic effects of these disorders, 
they must be more impoverishing to the country than 
is commonly realized. 
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The consultation rate with the general practitioner 
varies with the condition. In the undetermined 
group it was as low as 50%, but of men with rheuma- 
toid arthritis only 19% failed to consult their doctors, 
and a similar figure applies to those with disk dis- 
orders. Of the women 38% with rheumatoid arthritis 
and 50% with osteoarthritis failed to consult their 
doctors. The triviality of the symptoms is not the 
only reason for failure to see the doctor ; the general 
belief that rheumatism is incurable accounts for part 
of it undoubtedly. Perhaps the most disturbing 
feature of the whole story is the figure for attendance 
at hospital. The numbers of patients referred corre- 
spond with the numbers of those losing three months 
or more of work, and then only a quarter of these 
obtained in-patient treatment. Curiously, patients 
with equivalent disability from disk disorder or un- 
determined pain are more frequently sent to hospital 
than patients with rheumatoid arthritis. 

The writers of this report are careful to point out 
that these figures apply only to an urban industrial 
community in the north-west of England. The results 
of the East Anglian Survey carried out in a similar 
manner on a rural community are awaited with great 
interest. The report deserves the most careful study 
by all concerned with the planning of the hospital 
services from the Minister downwards, and it is to 
be hoped that every regional board and board of 
governors will examine its implications. ‘ 








MEDICINES CLASSIFIED 


Doctors in the National Health Service—whether in 
general practice or hospitals—will have received from 
the Ministry or Department of Health a list of pro- 
prietary medicines classified by the Joint Committee on 
Prescribing of the Central and Scottish Health Services 
Councils. This Committee was appointed in 1949, under 
the chairmanship of Sir Henry Cohen, to consider 
whether it was desirable and practical to restrict or 
discourage the prescribing by general practitioners of 
drugs and medicines of doubtful value or of unethical 
character, and of unnecessarily expensive brands of 
standard drugs. In an interim report in June, 1950, the 
Committee gave its views on the questions put to it in 
its terms of reference. It asserted that absolute restric- 
tions on prescribing were impracticable. A doctor must 
be free to prescribe any drug which in his opinion was 
necessary for the patient. The Committee, however, 
thought that the prescribing of certain proprietary pre- 
parations could, and should, be discouraged. For instance, 
those advertised to the public should be avoided on the 
grounds that the responsibility for prescribing should rest 
entirely with the doctor. The Committee went on to 
suggest the classification of proprietary preparations as a 


guide to economy in prescribing. Six categories were 
proposed: (1) new drugs of proved value not yet stan- 
dard ; (2) proprietary brands of standard drugs, singly 
or in combination ; (3) standard preparations, and new 
remedies of proved value, in elegant form or vehicle ; 
(4) qualitative and/or quantitative modifications in the 
composition or combination of standard preparations, or 
new remedies of proved value, which are not accepted 
as therapeutically superior to preparations included either 
alone or in combination in the British Pharmacopoeia, 
British Pharmaceutical Codex, or National Formulary ; 
(5) preparations not in the British Pharmacopoeia, 
British Pharmaceutical Codex, or National Formulary 
which in the Committee’s View have not been proved of 
therapeutic value; (6) preparations which are a com- 
bination of (4) and (5). 

Apart from preparations in categories (5) and (6) the 
Committee did not suggest that these-proprietary prepar- 
ations should not be freely prescribable in the National 
Health Service, except when advertised direct to the 
public. It recommended that proprietary preparations 
in category (1) should be freely prescribable, and that 
preparations in categories (2), (3), and (4) should be pre- 
scribable subject to their not being designated as foods or 
toilet preparations, or not as drugs for N.H.S. purposes 
by the Definition of Drugs Joint Subcommittee ; their not 
being advertised direct to the public; and satisfactory 
arrangements for price being made between the Health 
Departments and the manufacturers. 

The lists now circulated with a covering letter from 
the Chief Medical Officer represent a review during 
the last two and a half years of some 5,000 preparations. 
So far only those falling into categories 1, 5, and 6 have 
been classified ; those not mentioned may be assumed to 
be in categories 2, 3, and 4. Additions and amendments 
will be made from time to time. Arrangements for 
pricing medicines in categories 2, 3, and 4 are now under 
discussion with the manufacturers and a list of prices is 
being prepared for circulation to show the cost of stan- 
dard and proprietary preparations in the National 
Formulary and other proprietaries. 

Whether the hard labour of Sir Henry Cohen’s Com- 
mittee will have a commensurate effect on the drug bill re- 
mains to be seen. It is good that its recommendations are 
to be circulated to hospital staffs. As for the already paper- 
bound general practitioner one wonders if the irritation 
of more printed reference matter will defeat its purpose. 
For a busy general practitioner to be asked, as the Chief 
Medical Officer does in his letter, “ only to prescribe 
preparations not included in the enclosed lists after you 
have ascertained the cost and compared it with that of 
identical or similar standard preparations and not to 
prescribe preparations of which the price is not readily 
and conveniently ascertainable ” promises on the face of 
it some forbidding research. His request that “ both the 
frequency and the quantities of orders for standard pro- 
ducts” should be reduced is practical and should be 

complied with. A welcome reaffirmation of the doctor's 
right to prescribe whatever he thinks necessary is over- 
shadowed by a reminder that he may be called upon to 
justify himself before a local medical committee. The 
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reader might be forgiven if he recalls a certain lord high 
executioner who sang: 


“Some day it may happen that a victim must 
be found, 
I’ve got a little list—I've got a little list.” 


However, the cost of prescribing threatens to jeopar- 
dize much-needed improvements in the National Health 
Service, and it is the duty of all who prescribe to respond 
with good will to any appeal for co-operation in any 
reasonable measures of economy. 





THE BANNING’ OF HEROIN 


Diamorphine, or heroin, is the most potent drug of 
addiction known. Addiction to it is produced more 
rapidly than to morphine, and it is. generally agreed that 
the subsequent effects are worse. The addition may on 
occasion become a danger to society as grave as an 
epidemic of virulent infectious disease. Thus in Egypt in 
1930 it was estimated that, out of a population of 14 
million, 500,000 were diamorphine addicts, and most of 
them were young men. Although the incidence of this 
addiction has been reduced since then by vigorous 
restrictive measures, it still constitutes a formidable 
problem in many parts of the world, particularly in 
Finland, in the United States, and in Middle Eastern 
countries. Fortunately it is insignificant in Britain, 
where there are at present not much more than 300 regis- 
tered drug addicts, and of these only about 60 are 
addicted to diamorphine. 

In 1949 the World Health Organization’s Expert Com- 
mittee on drugs liable to produce addiction agreed 
that, although 50 countries had banned the use of dia- 
morphine, adequate control of the illicit traffic in it 
would not be achieved until the ban was world-wide. 
The Committee therefore decided to renew its attempts 
to persuade the remaining countries, particularly the 
United Kingdom, which exports large quantities of 
diamorphine, to make the manufacture and use of the 
drug illegal. It was pointed out that a world-wide ban 
on its production would greatly facilitate the fight 
against the illicit drug traffic, as control bodies would 
then know that diamorphine discovered anywhere could 
only be contraband. In May of this year a further 
unanimous recommendation was made at the Sixth 
World Health Organization Assembly that the produc- 
tion and importation of diamorphine be abolished 
throughout the world. 

If diamorphine wére an essential and unique drug with 
no satisfactory alternatives it would be unjustifiable to 
ban its use in this country simply because it is abused in 
others. It thus becomes of interest to inquire to what 
extent diamorphine is an indispensable drug. The con- 
clusion of properly controlled studies, as distinct from 
empirical clinical impressions, which are notoriously 
fallacious, is that diamorphine is qualitatively almost 
identical in its action with morphine, is somewhat more 
powerful (hence the smaller dose), and is relatively more 
toxic. Much has been said about the advantages of 
diamorphine over morphine, but these are probably only 
two in number: its psychological effects are more 


pleasurable (hence its greater danger as a drug of addic- 
tion), and it is somewhat less nauseating. For these 
reasons it is probably the drug of choice, though by no 
means irreplaceable, in the terminal stages of painful 
incurable disease, and some surgeons consider it superior 
to morphine as a post-operative analgesic, especially for 
children, not only because it is a little less nauseating 
but also because of its undeserved reputation for being 
less constipating. If these are the only indications for 
the use of diamorphine in preference to other drugs, they 
do not perhaps constitute very convincing arguments 
for its indispensability in comparison with the cogent 
reasons for its abolition. The situation now is different 
from what it was, because other morphine derivatives are 
available and powerful new synthetic analgesics such as 
amidone and pethidine have been introduced. If appro- 
priate choice of these remedies is made, and if they are 
skilfully used in proper dosage, the necessity to use dia- 
morphine must be slight. In Britain 50% of the dia- 
morphine goes into cough linctuses. Such preparations 
have no particular advaniage over those containing 
opium, morphine, amidone, or codeine in adequate 
dosage, and the loss of diamorphine as a cough sup- 
pressor would therefore not be a serious disadvantage. 
It is significant that the monograph on diamorphine 
hydrochloride has been omitted from the 1953 British 
Pharmacopoeia. There would thus be the most respect- 
able precedent for Government authorities should they 
decide on the revolutionary step of making the use of 
the drug illegal in Britain. 





A MEMORIAL TO SIR JACK DRUMMOND 


It is nearly a year ago since Sir Jack Drummond, his 
wife, and daughter were brutally murdered while on 
holiday in France. Lord Woolton, in letters to The 
Times and Daily Telegraph last week, recalls Drum- 
mond’s work as scientific adviser to the Ministry of 
Food during the war, work which led to the introduc- 
tion of measures “ that have left their permanent mark 
on the social structure of our country.” In order that 
Drummond’s outstanding contribution to his country’s 
victory in the war and his countrymen’s welfare in 
peace should not be forgotten a committee has been 
formed under Lord Woolton’s chairmanship for the 
purpose of obtaining funds to endow a Drummond 
Research Fellowship in the subject of nutrition. “ This 
fellowship,” Lord Woolton writes, “ would cost about 
£25,000, would be administered by a body of university 
trustees, and be tenable in any university or appropri- 
ate research institution.” Among the members of the 
committee who join with Lord Woolton in this appeal* 
are Lord Horder, Professor E. C. Dodds, and Sir Harold 
Himsworth. Doctors have had better opportunity than 
most to observe the benefits to health which have fol- 
lowed the practical application of the advice that Drum- 
mond gave the Government during the war, and they 
will give unqualified approval to the method that has 
been chosen of perpetuating his name. 





*The address of the Drummond Memorial Fund is c/o The 
Westminster Bank Ltd., 154, Harley Street, London, W.1. 
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INDIGESTION IN CHILDHOOD 


BY 
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Professor of Child Health, University of Liverpool ; Senior Physician, Royal Liverpool Children’s Hospital and Alder 
Hey Children’s Hospital, Liverpool ; Senior Paediatric Physician, Liverpool Maternity Hospital 


Indigestion, or dyspepsia, occurs frequently in child- 
hood, and it may be acute or chronic. Sometimes the 
symptoms are due to a particular disease, such as 
hepatitis or tuberculous peritonitis, that can be recog- 
nized and demonstrated ; but many patients with indiges- 
tion recover without a definite pathological cause being 
discovered. It is to these patients that I want especially to 
call attention, and for two main reasons: though 
recovery takes place the child suffers discomfort and 
his parents have a worrying time ; and the doctor may 
be faced with a perplexing clinical problem while he is 
searching for the cause of the illness. To compare 
dyspepsia with other examples of disordered function, 
such as dyspnoea or dysuria, is to realize that careful 
clinical examination, supported when necessary by 
special investigations such as radiography, blood 
studies, etc., will usually show the reason for a child’s 
shortness of breath or difficulty with micturition ; but 
the cause of dyspepsia often remains a matter for specu- 
lation. Has it been due to some peculiar sensitivity to 
certain foods? Is it that the secretion of saliva, or of 
gastric juice, of trypsin or bile, is temporarily dis- 
ordered? Has the detoxicating action of the liver 
decreased temporarily? There are many possible 
theories and explanations, and the doctor—perhaps 
feeling dissatisfied with “ indigestion” as a diagnosis— 
should have a satisfactory plan to follow. 

There are four stages in the medical handling of these 
cases. The first is to recognize the clinical picture 
(grouping of symptoms and signs) justifying a provi- 
sional diagnosis of indigestion ; the second is to consider, 
and if possible exclude, those pathological states that 
might be responsible for the symptoms and signs 
noted ; the third is to weigh up the possible effects of 
(a) constitutional type; (b) faults in dieting; (c) un- 
hygienic habits; (d) subnormal general health, and 
(e) nervous factors in causing the illness; and the 
fourth is to recommend treatment. It is not, of course, 
intended that these stages should be considered inde- 
pendently ; each has a relationship to the others, and 
together they form a basis for the proper study of each 
case. In discussing them I shall begin by taking stages 
one and two together, dealing first with the acute and 
then with chronic indigestion. 


Acute Indigestion 


The common symptoms of acute indigestion (due, for 
instance, to overeating, or to taking unsuitable food) are 
malaise, then nausea, then vomiting, and sometimes abdom- 
inal pains of a colicky type. Diarrhoea may begin soon 
after vomiting has started, and the motions quickly become 
watery, and perhaps green in colour. The temperature may 
rise to about 99.5 or 100° F. (37.5 or 37.8° C.) after the 
child has been ill for an hour or so. His breath often be- 
comes offensive, his tongue quickly shows a coating, and 
frequently he looks pale and anxious. Dehydration may 
develop if there is much vomiting or diarrhoea, but by this 
time the provisional diagnosis of indigestion may have been 


discarded in favour of, say, acute gastro-enteritis. Acute 
indigestion may be expected to subside within two or three 
days, but illness such as gastritis, gastro-enteritis, and entero- 
colitis usually last longer, and vomiting or diarrhoea—or 
both—are likely to be more persistent. 

Every child presenting the clinical picture described 
above should be carefully examined at least once daily 
until recovery has occurred or an alternative diagnosis has 
been made. There are, of course, many illnesses that be- 
gin with nausea and vomiting, abdominal discomfort, coat- 
ing of the tongue, and other symptoms commonly found in 
simple indigestion, and experience shows that confusion 
occurs particularly with the following: 


Tonsillitis and sometimes pharyngitis. (The throat of 
every ill child should be examined, with a good light.) The 
temperature usually rises quickly, the tonsillar lymphatic 
glands are often found to be slightly tender when carefully 
palpated, but few children with tonsillitis complain that the 
throat feels sore. There may be pain and tenderness in the 
right iliac fossa—sometimes resulting in an unnecessary 
appendicectomy. 

Pneumonia, especially in the earlier years of life. It is 
important to note even an occasional cough, tachypnoea, 
and movements of the alae nasi. Abdominal tenderness 
and perhaps even some “ guarding” may occur when the 
pleura is involved. 

Measles.—Some cases start with vomiting, diarrhoea, and 
pyrexia. 

Urinary Infection—The child’s genitalia should be ex- 
amined and a drop of the urine should be seen 
under the microscope, to exclude the presence of pus cells. 
This is especially important when a febrile child is found 
to be shivering. 

Intra-abdominal inflammation and intestinal obstruction 
—for instance, appendicitis, peritonitis (usually streptococcal 
or pneumococcal), intussusception, volvulus, etc. In this 
group occur the most serious diagnostic errors, but in the 
space available I cannot do more than make brief comments 
upon them. Emphasis must be placed upon the need for 
a detailed history and accuracy in abdominal and rectal 
examination. Appendicitis is fairly common at all ages, 
except perhaps in the first year of life, and in childhood 
the localizing signs are often less distinctive than in the 
adult. It is essential that abdominal examination should be 
carried out with great care and gentleness, and as soon as 
possible after the onset of symptoms. When this is done 
the significance of localized tenderness in the right iliac 
fossa or under the lower edge of the liver is great, and there 
may be some reflex spasm of the overlying abdominal 
muscles ; but these signs may disappear again within a few 
hours, especially when generalized peritonitis develops. 

Pneumococcal peritonitis causes fever, vomiting, abdom- 
inal pain (generalized, but especially in the lower half of 
the abdomen), diarrhoea, and sometimes a vaginal discharge 
of a yellow or greenish-yellow colour. The child’s general 
appearance may suggest a pulmonary rather than an ab- 
dominal infection, and there may be herpes labialis. Intus- 
susception causes intermittent attacks of colic, at first 
lasting only a few minutes and waking the child from sleep. 
Careful abdominal palpation between the bouts of colic will 
usually reveal the tumour. At first the motions are normal, 
and then a little blood-stained mucus may be seen. 
Henoch’s purpura presents a very similar clinical picture, 
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except that there is no abdominal tumour and petechiae 
may be found on the skin. Intestinal obstruction compli- 
cating hernia is less common in children than in adults; it 
is unlikely to be missed if a thorough examination is made, 
including inspection of the hernial orifices. 

“ Acidosis.’”"—This term, though unsatisfactory as a diag- 
nosis, calls attention to a clinical syndrome of some import- 
ance. A highly strung child, usually with parents of a 
similar constitutional type, is seized with severe and 
repeated vomiting. Even drinks of water may be returned, 
and the child becomes pale, distressed, and restless ; there 
is oliguria and constipation, and a dangerous metabolic 
upset develops rapidly. Many different causes may bring 
on an attack—eating too many chocolates, a head-cold or 


tonsillitis, excitement, or a nervous shock, and it is obvious — 


that the clinical picture is dependent mainly upon the 
constitutional make-up of the patient. 


Chronic Indigestion 


Though the clinical picture of subacute or chronic indi- 
gestion comprises a rich variety of symptoms and signs, 
the cases may be usefully divided into two main types. The 
first, often associated with excessive or unwise dieting, in- 
cludes children that are well-built—frequently oversized— 
and with some of the following complaints: coated or 
“ geographical” tongue, offensive breath, a sallow, muddy, 
pale, or pasty complexion with dark lines (described by the 
mothers as blue or black) under the eyes, hiccup, flatu- 
lence, epigastric discomfort, frontal headaches, and an 
appetite that may be excessive or impaired. The second 
type is illustrated by the thin, lanky child with flabby flesh, 
faulty posture, rather bluish and cold hands and feet, 
laxity of ligaments, and in general an appearance that 
makes his mother comment that he is going thin and looks 
very weedy, especially when he is with other children of the 
same age. Usually his appetite is said to be very small, 
but in other respects his symptoms may include any com- 
bination of those noted in the first type. 

More detailed analysis of the symptomatology shows how 
wide may be the variations from case to case. In some, the 
abdominal discomfort is trivial; in others there may be 
severe pain in any part of the abdomen, and the child 
may cry, double-up, and become pale. These pains are 
usually of short duration, but they recur and may be 
excited by taking food. Sometimes they are accompanied 
by a desire to defaecate, but this does not always relieve 
the pain. The abdomen is often distended, especially when 
the child is thin and has flabby muscles; the distension 
is gaseous. The motions vary in character—sometimes 
normal, sometimes constipated, and often of a pale, grey, 
and greasy appearance for several days in succession. It is 
at these times that the abdominal discomfort and distension 
are likely to be most troublesome. In some of the more 
highly strung children with indigestion the motions may be 
mucoid, “ like jelly,” and either white or almost translucent. 
In these cases the descending colon may be spastic. Often 
there are curious changes of behaviour; the child is ab- 
normally restless and active, but tires quickly and becomes 
apathetic. Many are said to behave as if they are unhappy ; 
they become irritable, quick-tempered, moody, and may be 
rude to adults. At night their sleep is disturbed, they are 
restless, grind their teeth, dream about frightening experi- 
ences, and have night-terrors. When they wake up in the 
morning their sleep does not seem to have done them good. 
‘Some—and especially those that have been given food late 
in the evening—wake after about an hour of sleep and 
scream with abdominal pain. A cough of “habit spasm” 
type is quite common; migraine and vertigo are less fre- 
quent. Pains in the limbs are sometimes troublesome, and 
may arouse suspicions of rheumatic infection, especially 
when there is a low-grade fever. 

It will be appreciated that in childhood chronic indiges- 
tion is more likely to show itself by general ill-health than 
by well-defined symptoms and signs pointing to an alimen- 
tary disorder. Hence, in the differential diagnosis, infec- 


tions such as tuberculosis, rheumatic disease, and intestinal 
parasites must be included; and in some cases the coeliac 
syndrome (including fibrocystic disease in the pancreas), 
megacolon, intestinal malformation, recurrent intussuscep- 
tion, peptic ulceration, and Krohn’s disease may require 
consideration, perhaps with the aid of radiography, and 
examination of the blood and faeces. Usually, however, 
it is reasonable to order treatment and to postpone further 
clinical investigation until its effect is observed. 


Treatment 


The treatment to be recommended for a child suffering 
with subacute or chronic indigestion is largely a question 
of common sense ; but it must also take account of the pos- 
sible influence of those factors, such as constitutional type, 
whose assessment formed the third stage in investigating the 
patient (see p. 197). Some children are born with a sub- 
normal capacity for digesting their food, especially fats, and 
any attempt made to fatten them up by giving cream, eggs, 
and extra butter is likely to cause indigestion, and especially 
when the child’s appetite is not as hearty as the mother 
would wish. There is an obvious tendency in these cases 
for the child to be offered an unusually varied diet, the 
mother searching for any kind of food that the child likes 
and can take without ill-effects; and soon the child is 
virtually in charge of his own diet. The position should 
be carefully explained to the parents, and it is best to 
recommend rather small helpings of as normal a diet as 
the child can take, provided that the fat content (butter, 
cream, egg yolk, meat fat, etc.) is kept rather low. As a 
result, the child’s appetite increases, he makes better ise 
of the food taken (“ Now good digestion wait on appetite ”’), 
and he will gradually learn to digest his food more satis- 
factorily. To encourage this there should be a very gradual 
increase of the amount of fat and other ingredients offered 
to him, and by this means the patient can usually be saved 
from becoming a food faddist in adult life. 

Dietetic faults account for many cases of indigestion in 
childhood, and they concern feeding habits (the technique 
of feeding) as well as the food itself. The history must be 
taken in considerable detail, and it is best to make a 
complete record of all solids and liquids taken during an 
average period of 24 hours, and to ask whether the child 
feeds in company with other children and whether per- 
suasion is used. One of the commonest stories is that the 
child “eats nothing”; and there is no doubt that some of 
these children have developed “ negativism ” towards feed- 
ing as a reaction to the mother’s attitude at meal-times, and 
they may, in fact, take less food than is desirable. On the 
other hand, a detailed history often shows that the mother 
is mistaken and the child is taking more nourishment than 
he needs, usually as extra milk, cream, and butter, and per- 
haps with cocoa at bedtime. Useful rules are to forbid 
foods (which include milk, biscuits, and cake) between 
meals ; to offer a relatively small first helping, with a second 
helping if the child asks for it; and to have the child take 
his food in company with other children if this can be 
arranged. Many of these patients make better progress 
when they are taking their meals at school than at home, 
because they are not bothered by attempts at persuasion 
and they imitate the feeding habits of the other children. 
It is often difficult to convince the conscientious, over- 
anxious parents of an only child that they would get better 
results—and much happier results—both for themselves and 
the child if they were to allow their child to become hungry. 
It is indeed sad that some children are denied the pleasure 
of having hunger to satisfy, and are at the same time con- 
demned to indigestion, hunger being the normal initiator 
of the digestive processes. 

The dyspeptic children of educated parents suffer more 
often from excess of fat than excess of carbohydrate ; but 
the child that is eating large quantities of bread, cakes, 
pastry, sweets, and potatoes is undoubtedly liable to indi- 
gestion with gaseous distension of the abdomen. Food 
that is eaten too quickly and is not masticated thoroughly 
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may cause trouble, and parents should see that their children 
pay regular visits to the dental suggeon and clean their 
teeth properly. In childhood general hygiene seems to 
play a more important part in relationship to digestion 
than it does in adult life; hence such questions as sleep 
and rest, exercise, sunshine and fresh air, cleanliness of 
the body, and the maintenance of reasonable discipline all 
need consideration in the treatment of chronic indigestion. 
Similarly general ill-health—for instance, anaemia and sub- 
acute respiratory infections—impair digestion and should 
receive appropriate treatment. 

Finally, nervous instability and indigestion are intimately 
related in childhood. Parents who worry unnecessarily, or 
disagree about the management of the child, create a fret- 
ful environment; and there are many other circumstances, 
including infidelity between parents, or death of one of 
the parents, that disturb the atmosphere of security found 
in a normal, happy home-life, and upset a child’s nervous 
system and his digestion. These cases are perhaps the most 
difficult to treat effectively, requiring tactful and sympathetic 
understanding. 

Medicines play a secondary part in the treatment of 
chronic indigestion, but they have their uses. A rhubarb 
and soda mixture is often helpful ; and the pale child with 
a poor appetite and coated tongue will usually be helped 
by a mixture containing 5 to 10 minims (0.3 to 0.6 ml.) of 
dilute hydrochloric acid, and 10 to 15 minims (0.6 to 0.9 ml.) 
of glycerin of pepsin (B.P.C.), taken thrice daily immediately 
after food. Medicinal charcoal is useful when there is 
gaseous distension of the abdomen ; and the passage of pale 
motions is an indication for 5 gr. (0.32 g.) doses of pancrea- 
tinum (B.P.), given with 10 gr. (0.64 g.) of sodium bicarbon- 


ate two hours after food. Pancreatin granules (enteric. 


coated) can be obtained, and are palatable to children. 





Next Refresher Course Article.—‘ Cortisone and A.C.T.H.,” 
by Dr. C. L. Cope. 





Refresher Course. Book.—The first collection of articles of this 
series (fully revised) are available as a book containing 55 
chapters, price 25s. Copies may be obtained either direct from 
the Publishing Manager, B.M.A. House, Tavistock Square, 
London, W.C.1, or from booksellers. 








THE MEDICAL RESEARCH COUNCIL’S 
REPORT FOR 1951-2 


This year clinical research is the subject for the introduc- 
tory essay in the Medical Research Council’s annual report.* 
The choice is timely. Plans for developing clinical research 
within the framework of the Health Service were published 
last week as a White Paper (Journal, July 18, pp. 140 and 
147), and there have been signs elsewhere, notably from the 
College of General Practitioners, that the profession as a 
whole is becoming more research-minded in its approach to 
clinical problems. The Medical Research Council speaks 
with authority on this subject. It is therefore particularly 
interesting to learn that, although the first research unit to 
be set up by the Council after the first world war was a 
clinical one—the Department of Clinical Research at Uni- 
versity College Hospital Medical School—the promotion of 
clinical research at that time is now thought to have been 
premature. True, the department proved outstandingly 
successful, both in the work emanating from it and, 
even more, as a school for clinical investigators. But 
this was owing to the genius of the unit's director, the 
late Sir Thomas Lewis, a man in advance of his age. For 
the most part clinical problems defied investigation—as 





*Report of Medical Research Council for the Year 1951-2. 
Cmd. 8876, H.M.S.O. Price 6s. 6d. net. 


distinct from observation—because the necessary chemi- 
cal and instrumental methods were lacking. Medical 
research was therefore concentrated on the pre-clinical 
subjects where appropriate techniques were available. By 
the middle 1930's, however, Lewis’s pupils were filling uni- 
versity chairs of clinical medicine and taking up research 
appointments ; at the same time new techniques of investiga- 
tion were being elaborated. The stage was set for bringing 
the scientific method to the bedside. By 1939 the Medical 
Research Council had three clinical research units: by 1948 
there were 18. In 1948, also, the National Health Service 
began, and virtually all clinical facilities passed to the Health 
Departments. The time had clearly come to review the 
administrative arrangements for clinical research, particu- 
larly those concerning access to patients, and to define the 
fields of the Health Departments and the Council. Against 
this background discussions began between the Standing 
Medical Advisory Committee of the Ministry of Health and 
the Medical Research Council which have culminated in the 
issue of the White Paper. 


Review of Research 


In its last two annual reports the Council has selected a 
few branches of research for extended review ; the rest of 
the Council’s work is given in summary fashion. This 
practice is helpful, as it allows for the presentation of a new 
advance in historical perspective and often makes it possible 
to forecast its future ; but it has the disadvantage that the 
picture of the Council’s work is necessarily only fragmentary. 
This year 11 subjects are reviewed in the report : chromato- 
graphy, mental deficiency, preventive medicine in obstetrics, 
nervous control of glandular function, food-poisoning, drug 
resistance, haemophilia, diseases of the ear, the thyroid 
gland, poliomyelitis, and the physiology of the erythrocyte. 
In all these fields there have been interesting, and sometimes 
spectacular, advances: it is possible to describe only a few 
of them here. ; 

While in the last 20 years the maternal mortality has 
been quartered, stillbirths and neonatal deaths have shown 
no comparable decline. In Aberdeen socio-medical studies 
are defining some of the causes of this wastage. It is known 
that those stillbirths which occur without warning and for 
no obvious reason are generally due to asphyxia. Now 
it has been shown that they are associated with post- 
maturity, and further that the post-mature infant has an 
abnormally low blood-oxygen level; a low foetal blood- 
oxygen is also found in some other pathological states of 
pregnancy. 

New ideas on the training of high-grade mental defectives 
have been developed. Until quite recently it was the prac- 
tice to teach them skilled or semi-skilled trades such as 
carpentry and boot-repairing ; but it was found in a group 
investigated that not one was able to support himself out- 
side hospital in the trade he had been taught. The answer 
is to train them for unskilled work. This has had remark- 
able results: boys who had previously been idle were able 
to go out on licence to work in neighbouring factories and 
on building sites, with benefit to themselves as well as to the 
community. In 1951 patients on daily licence from the 
colony where these experiments were done earnt £30,000. 
of which over half was returned to the Treasury for their 
board and lodging. There are 20,000 feeble-minded patients 
of working age in hospitals in Britain, and the importance 
of this work is obvious. 

Clinical advances have included the recognition of a 
new form of bacterial food-poisoning, the development of 
methods for testing the hearing of very young children, and 
the separation of “ Christmas disease ” (Journal, December 
27, 1952, p. 1378) from true haemophilia. 

Knowledge of the causes of food-poisoning has advanced 
far since the days when ptomaines were blamed ; now all 
are familiar with the cases caused by salmonella organisms, 
staphylococcal toxin, and, less commonly, unusual prolifera- 
tion of bacterial types not ordinarily pathogenic to man, 
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The latest addition is a heat-resistant variant of Cl. welchii. 
What usually happens is that a gravy or stew containing 
some of the organisms is cooked the day before use. The 
spores survive the cooking and oxygen is driven off, so that 
when the dish cools a perfect anaerobic culture medium is 
formed. By the next day there are millions of organisms. 
Symptoms of poisoning develop about 12 hours after 
ingestion. 

Deaf children present special problems: diagnosis is some- 
times difficult, yet the earlier they can be brought under 
treatment the better the prognosis. Both in Manchester and 
in London these problems are being studied. Testing tech- 
niques to which deaf children respond have been worked 
out, and it is now appreciated that even the youngest of deaf 
schoolchildren can benefit from the use of a hearing-aid. 

No one underestimates the importance of being able to 
prevent poliomyelitis ; but the scarcity of gamma globulin 
and the short duration of the immunity conferred by it 
(about a month) have led the Council’s workers to look 
elsewhere for a prophylactic. Now that the virus can be 
grown in tissue culture there is every hope that before long 
a safe and effective vaccine will be prepared. 


New Thyroid Hormone 


A new thyroid hormone has been discovered, called tri- 
iodothyronine, which may prove to be the active principle 
of the thyroid gland, thyroxine being its precursor. The 
age of the human erythrocyte has been worked out by 
independent studies in Britain and America, and in both 
the average life span proved to be 120 days. The British 
workers reached the answer by transfusion experiments, 
and the Americans by using a non-radioactive isotope of 
nitrogen. 

As might be expected, there have been a number 
of studies of pituitary function. One concerns lactation. 
The act of suckling has been shown to release posterior 
pituitary secretion by a nervous reflex; the pituitary hor- 
mone, identified as oxytocic hormone, acts on the mammary 
glands to cause ejection of milk. The flooding of the 
blood stream with this hormone explains why suckling helps 
contraction of the uterus after labour, an age-old but hitherto 
unexplained clinical observation. It is likely, too, that dis- 
turbances of lactation due to emotional stress are caused, 
at least in part, by interference with this milk-ejection reflex. 
Other studies of pituitary function have been concerned 
with its dependence on the hypothalamus. It seems that 
adrenaline or some similar substance plays a part in regu- 
lating the activity of the anterior pituitary. 

Lastly, there are sections on chromatography and drug 
resistance. The first traces the history of chromatography 
from its discovery in 1906 by the Russian botanist Tswett— 
a discovery which was neglected for 25 years until work on 
vitamin A led to its reinvestigation—up to the develop- 
ment of partition chromatography, for which Martin and 
Synge were awarded the 1952 Nobel Prize for Chemistry. 
Partition chromatography has been successfully employed 
recently in the isolation of both vitamin Bi and triiodo- 
thyronine, and for the determination of the complete amino- 
acid sequence in the peptide chains of insulin. 

How drug resistance develops is still largely unknown. 
Sometimes it is by the production of an enzyme which 
destroys the antibiotic ; sometimes by the side-stepping of 
a blocked metabolite; in most cases the mechanism is 
not understood. Nor is it clear whether bacteria change 
their responsiveness to a drug as a result of a sudden muta- 
tion or, gradually, by a process of enzyme adaptation. 
These and similar problems are being studied in no fewer 
than five of the Council’s units. 

The remainder of the report is essentially a work of refer- 
ence. It provides an outline of the Council’s present re- 
search programme ; a list of research establishments (with 
staff and summaries of research); details of work aided 
by grants ; a note on research fellowships and studentships ; 
a complete bibliography ; and lists of the Council’s principal 
advisory committees. 


THE SCIENTIFIC EXHIBITION 


IMPROVEMENTS AT CARDIFF 


The Scientific Exhibition, a new feature of the Annual Meet- 
ing last year in Dublin, was more pleasingly arranged and 
technically improved at Cardiff. The only faults—in two or 
three stands—were over-enthusiasm in trying to present too 
many facts, and over-decoration approaching the whimsical. 

The Department of Pathology and Bacteriology of the 
Welsh National School of Medicine (Professor J. GouGu 
and Mr. J. E. WENTWoRTH) showed a technique of mount- 
ing thin sections of organs on laboratory filter paper, their 
natural colours preserved by ethylene or propylene glycol 
derivatives. These sections, which are particularly useful 
to demonstrate pneumoconiosis, emphysema, and haemo- 
siderosis, can be filed with patients’ case notes and usefully 
compared by transillumination with the radiographs taken 
during life. Pmeumoconiosis in coal workers was demon- 
strated by the Medical Research Council Pneumoconiosis 
Research Unit, Llandough Hospital, Cardiff (Dr. J. C. 
Gitson). Diagrams and photographs indicated clearly the 
two stages of the disease—the simple pneumoconiosis caused 
only by dust, and the second stage complicated by infection. 
An exhibit by the Departments of Bacteriology and Dermato- 
logy of Leeds University Medical School and General 
Infirmary (Dr. C. J. P. La Toucne) showed the features 
of ringworm infection transmitted to man by domestic 
animals, and the St. David’s Hospital, Cardiff, Departments 
of Obstetrics and Child Health (Professor A. G. WATKINS) 
described the functioning of a breast-milk bank—one of the 
most effective exhibits because of its simplicity. For the 
same reason the larger demonstration on tuberculosis by 
the Sections of Diseases of the Chest and Preventive Medi- 
cine attracted the eye and the attention: it showed by dia- 
grams, photographs, slides, and pathological specimens the 
prevention, treatment, and aftercare of tuberculous infection. 

Abdominal radiography in the differential diagnosis of 
atypical appendicitis, particularly in children and elderly 
adults, was demonstrated by well-selected.and well-labelled 
radiographs from the Cardiff Royal Infirmary Department 
of Surgery and Radiology (Mr. L. P. THomas, Mr. R. J. 
WILLIAMS, and Dr. H. BRYAN L. WILLIAMs), and the diag- 
nosis and treatment of cancer of the rectum were the sub- 
ject of an exhibit—largely with models—by the Gordon 
Hospital for Gastro-intestinal Diseases, London (Mr. A. 
LAWRENCE ABEL, Mr. STANLEY O. AYLETT, Mr. Gorpon S. 
Ramsay, and Mr. H. GoRDON UNGLEY). Mr. ABEL, with 
Dr. J. H. O. Earte, Mr. W. P. GREENING, and Mr. MICHAEL 
H. Harmer, of the Royal Cancer Hospital, London, also 
presented pictorially the early diagnosis of malignant 
disease. 


Student Health Services 


Student health services of different types—exemplified by 
the advisory system of Cambridge University, the general- 
practitioner care provided by Birmingham University, and 
the care afforded by other universities with halls of resi- 
dence—were shown attractively by the University of Wales 
Student Health Service, of which Dr. GRAHAM GRANT is 
senior health officer. Pictures of the new students’ accommo- 
dation at St. Bartholomew’s and other hospitals seemed 
pleasantly to surprise old graduates brought up in the 
dustier conventional club-like common-rooms. The Nuffield 
Department of Industrial Health, University of Durham 
(Professor R. C. BRowNneE and Dr. R. I. McCaLLuM) showed 
a mechanical gnasher for simulating the normal action of 
teeth, apparatus indicating human response to different types 
of indicators on machines, and a display of recent research 
on coal-miners’ nystagmus. The Department of Surgery of 
Guy’s Hospital, London (Mr. R. S. Lawrie), demonstrated 
diseases of the thyroid gland in one of the exhibits that 
have for some years been set up monthly for undergradu- 
ate medical students by the department. The carotid circula- 
tion was presented by models, angiograms, and diagrams 
by the Welsh National School of Medicine (Professor 
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LAMBERT RoGeERs), the heart in health and disease shown 
by 20 life-size coloured models from the United Cardiff 
Hospitals (Dr. JoHN D. SPILLANE), and the anatomy of 
hydrocephalus by the Departments of Neurosurgery, Neuro- 
radiology, and Medical Illustration of Manchester Royal 


Infirmary. 
Service Medicine 


From the Medical Department of the Navy, the Royal 
Naval Physiological Laboratory demonstrated the effects of 
underwater blast and oxygen poisoning. The Medical 
Branch of the Royal Air Force showed equipment used in 
extreme cold and in casualty air evacuation. And the 
Royal Army Medical College explained in a clear and 
simple demonstration the prevention, diagnosis, and treat- 
ment of the enteric group of fevers in the Army. The inci- 
dence, investigation, and infectivity of poliomyelitis in 
England and Wales were set out by the Ministry of Health 
and Public Health Laboratory Service (Dr. W. H. BRADLEY, 
Dr. W. C. CocksurN, Dr. A. P. GorFe, Dr. F. O. 
MacCAaLLuM, and Dr. D. THOMSON), and Mr. A. J. EvANs 
and Mr. H. C. KiLtey, of the Rooksdown House, Basing- 
stoke, Plastic and Oral Surgery Unit showed the treatment 
of fractures of the facial skeleton and of acute severe burns. 
The hepatic circulation and the effect of milk diet on 
malaria were demonstrated by the Liverpool School of 
Tropical Medicine, Department of Tropical Medicine (Pro- 
fessor B. G. MAEGRAITH), the common types of arthritis and 
their treatment shown by the Empire Rheumatism Council, 
London, and rehabilitation of the hemiplegic described by 
the United Cardiff Hospitals, Department of Physical 
Medicine (Dr. KENNETH N. LiLoypb). The features of acci- 
dental antepartum haemorrhage were set out by the 
National Maternity Hospital, Dublin (Dr. A. P. Barry); 
Dr. P. BAUWENS, of the Department of Physical Medicine, 
St. Thomas’s Hospital, London, demonstrated electrodiag- 
nosis; and Professor KENELM H. Dicsy, of the Royal 
College of Surgeons of England, indicated methods of in- 
vestigating the functions of the subepithelial lymphatic 
glands. 

Other exhibitors were the City of Cardiff Public Health 
Department (Dr. J. GREENWOOD WILSON); the National 
Association for the Prevention of Tuberculosis ; the Welsh 
National School of Medicine Medical Unit, and the Depart- 
ment of Radiology, United Cardiff Hospitals; the United 
Cardiff Hospitals Department of Urology (Mr. D. G. 
Morris and Mr. R. A. Moca); the Medical Group of the 
Royal Photographic Society, London; and Mr. DENis J. 
Browne, of the Hospital for Sick Children, London, who 
showed apparatus for orthopaedic treatment by controlled 
movement. 








PHARMACEUTICAL EXHIBITION 


The Pharmaceutical Society of Great Britain is to be con- 
gratulated on its delightful little exhibition, which occupied 
in all only five show-cases in the hall of the University 
College of South Wales. The exhibition, arranged with 
taste and of considerable interest, was designed to illustrate 
certain aspects of pharmaceutical history in relation to 
medicine. 

The handsome specimens of seventeenth and eighteenth 
century pottery were the objects of much admiration, even 
by those who have not yet studied the subject of drug jars 
and ointment pots. The Lambeth Delft displayed was very 
fine, but preference must be given to the more ornate Italian 
jars. A few formulae from pharmacopoeias of the seven- 


- teenth and eighteenth centuries added to the interest. The 


most exotic was that for the preparation of lohoch of foxes’ 
lungs (“‘ prepared as usual”). It is also amusing to find that 
the sixty ingredients of Venice treacle were dissolved in old 
canary, no doubt much the most agreeable component. 
Of the nineteenth century feeding-bottles laid out, pride 
of place must be given to a patent one with a metal teat, 
which “ effectively supplies the place of the natural breast.” 
Medicine bottles and feeding-cups were also on show. 


The exhibition contained a number of examples of 
pharmacopoeias ranging in date from 1618 to 1953, and in- 
cluding the first London, first British, and first Irish pharma- 
copoeia. Of the early herbals shown, the most interesting 
was one of 1497, open at a page on urine testing, illustrated 
appropriately. 

Three early nineteenth century medicine cabinets carried 
by physicians, apothecaries, and ship surgeons were on view. 
Purges such as Turkey rhubarb and calomel figure promin- 
ently in their contents, a testimony to the rigours of medical 
treatment not so long ago. Photographs of pharmacists’ 
premises included one of “ Ye oldest chymist shoppe in 
England,” and documents included some from the Guild 
of Pepperers and the Guild of Grocers. 

Lastly there was a useful “ child’s guide ” to the develop- 
ment of English pharmacy in the form of a chronology 
of events and personalities. 





Nova et Vetera 








SWEDISH PIONEER OF MEDICINE 


Petrus Hoffvenius is deservedly known as the father of 
Swedish medicine, and Linnaeus the botanist is as famous 
abroad as he is in his own country. But they need not 
overshadow another Swedish pioneer of medicine, Lars 
Roberg, who in many respects was far ahead of his time— 
on which he made his mark. He did so in spite of certain 
flaws in his character which, not to put too fine a point on 
it, were atrocious. According to Dr. Wolfram Kock,* one 
of Roberg’s historians, Roberg was rated as a bad-tempered 
and stingy old curmudgeon, but these vices were largely 
atoned for by his gifted, forceful, and far-seeing personality. 
This quarrelsome bachelor was born on January 24, 1664, 
in Stockholm, where his father was the proprietor of an 
apothecary’s establishment. It was presumably a source of 
some wealth, for son Lars was able as a young man to 
vist Germany, France, England, and Holland after he had 
begun his medical studies in Upsala in 1678. In 1689 the 
degree of Doctor of Medicine was conferred on him in 
Leyden. Returning to Sweden, Roberg taught anatomy in 
Stockholm. In 1697 he was appointed professor of medi- 
cine in Upsala, and in 1717 he became Rector of the 
University of Upsala. When he died on May 21, 1742, 
his literary output included 42 disputationes and several other 
important works, including the first Swedish textbook of 
anatomy, Characteres Morburum (Upsala, 1729). 

It is to the credit of Linnaeus, who followed Roberg in 
one of his appointments, that the manuscripts of several of 
his public addresses came to be published in book form 
in 1747, only a few years after his death. Linnaeus also 
contributed a preface to this volume, pointing out how 
effectively it revealed the scholarly gifts and other good quali- 
ties of his predecessor. These addresses are a remarkable 
mirror of Roberg’s time, of the conditions under which his 
pupils emerged as doctors. His advice to them reflected 
not only much worldly wisdom but a critical sense of 
the relative value of the written word and personal observa- 
tion. He did not believe much in the mastery of many 
languages or many books, and the list of books he recom- 
mended was very short even for those times. It included 


-the Bible, a hymn book, a law book, an almanack, a “ good 


lexicon,” and Polheim’s “ small handbook,” which his pupils 
were advised to learn by heart. 

Far better than books was the knowledge to be gained 
by first-hand contact with plants and animals. Every 
opportunity was to be taken to examine the anatomy of 
the latter, particularly cattle when slaughtered. Much use- 
ful knowledge was also to be gleaned from the kitchen and 
all that went on there. Lectures were to be attended even 
though the listener did not understand more than half of 
what he heard. Attendance in moderation at taverns and 


as *Svenska Ldkartidningen, May 8, 1953. 
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theatres was approved of, but students should be cautious 
in their dealings with the other sex lest they fall into the 
hands of the barbers and suffer from “ salivation ”"—a refer- 
ence to mercurial treatment. In Roberg’s time there were 
as many as fifteen royal grants available for poor medical 
students, but as there were never as many as fifteen medical 
students under Roberg at the same time it is pretty safe 
to conclude that these grants were not over-generous. Even 
after qualifying as doctors Roberg’s pupils encountered many 
difficulties, including the competition of foreign doctors. Of 
these Roberg wrote : “ The country is flooded by ‘ agyrtas 
circumforaneos’ to be branded as contraband goods.” He 
was also critical of “ perigrinerande medicinae candidater ” 
who returned home primed with knowledge picked up at 
Halle, Leyden, Oxford, Rheims, and other famous university 
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OXFORD INFLATING BELLOWS 


Professor R. R. MACINTOSH, Nuffield Professor of Anaes- 
thetics, University of Oxford, writes: A hundred and fifty 
years ago the domestic bellows were commonly used for 
artificial respiration. It was unfortunate if the bellows were 
fouled with cinder grit,’ but a more cogent objection to this 
method of inflating the lungs was that it often was not avail- 
able at all for the riverside emergency, so it was replaced 

















by manual methods (Hall, Silvester, Schafer) which can 
be applied on the spot without the help of extraneous 
apparatus. 

Some 12 years ago I incorporated in the Oxford ether 
vaporizer’ a Connell concertina reservoir bag, but inserted 
in it a spiral spring whose function is automatically to refill 
.the bag as soon as the patient has partially emptied it by 
inspiration. If artificial respiration is required the bellows 
prove a simple method of inflating the lungs. 

A common feature of present-day anaesthesia is deliber- 
ately temporarily to depress or abolish spontaneous respira- 
tion. The bellows previously incorporated in the Oxford 
vaporizer are now available separately as a small hand unit 
to inflate the patient’s lungs with air or, if required, with 
anaesthetic gases. An inlet stopcock is provided in case 
additional oxygen is required. The two valves, seen under 
the glass domes in the photograph, ensure unidirectional 
flow so that rebreathing is avoided. Pressure on the bag 
transfers its contents to the patient’s lungs. Slightly raising 
the facepiece is one way of allowing expiration to take place 
through passive recoil of the thoracic structures. For the 
past three years I have used only this unit to inflate the 
lungs when normal respiration has been suspended during 


major thoracic and abdominal surgery. It would, of course, 
provide equally effective artificial ventilation in paralysis 
from poliomyelitis or nerve gases. 

I have to thank Dr. H. G. Epstein and Mr. R. Salt for 
advice and help in the design of the Oxford inflating bellows, 
which can be obtained from Messrs. Owen Mumford, 10, 
Norreys Avenue, Oxford, or from Messrs. Medical and 
Industrial Equipment, Ltd., 12, New Cavendish Street, 
London, W.1. 

REFERENCES 
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CARDIFF INFLATING VALVE 


Dr. WILLIAM W. MusuHIN, Director, Department of Anaes- 
thetics, Cardiff, writes: Recent epidemics of poliomyelitis, 
notably the one in Copenhagen last year, have shown the 
need for an efficient means of maintaining artificial respira- 
tion for periods of time varying from hours to weeks in 
patients with respiratory and bulbar paralysis. The Oxford 
inflating bellows (Fig. 1) are an efficient, simple, and com- 


CARDIFF VALVE 











Fic. 1.—Complete assembly showing position of the Cardiff in- 
flating vaive close to the endotracheal tube or face-mask. 


paratively cheap means of doing this. However, before they 
can be connected to, say, an endotracheal tube, some inter- 


‘posed device is required which will ensure that the patient's 


lungs empty quickly and freely to the outer air at the end of 
each inflation. The valve illustrated in Figs. 2 and 3 is 
designed to do this. When the inflating bellows are com- 
pressed the Tufnol piston (A) and its valve move a short 
distance towards 

the patient, block- A 

ing the expiratory 
slots (B). When 
the shoulder (C) of 
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travel, opening the 
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light spring (E) 
Fic. 3.—Valve during deflation and 





Fic. 2.—Valve during inflation. 


the reverse direc- 
tion (Fig. 3), so un- 
covering the expi- 
ratory apertures. The patient’s lungs empty easily to the 
outer air. Artificial respiration can by this means be carried 
out with air, and the expense and trouble of using soda lime 
and absorbers are avoided. Comparatively little skill is 
needed to ventilate the patient’s lungs and little can go 
wrong with the whole apparatus. 

The design and development of this valve is the work of 
Dr. W. W. Mapleson and Mr. E. K. Hillard, both of this 
department. It has worked well in the laboratory, and in the 
operating-theatre on apnoeic patients. The working of the 
valve is unaffected by moisture inside it. It can be obtained 
from the makers of the Oxford inflating bellows. 


move the piston in 
when not in use. 
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ANNUAL MEETING, CARDIFF, 1953 
SUMMARY OF PROCEEDINGS 
FIRST PLENARY SESSION : CORONARY DISEASE 


Tuesday, July 14 


Three Plenary Sessions were held during the Cardiff meeting. 
The first, over which Professor H. SCARBOROUGH, of Cardiff, 
presided, was on “ Coronary Disease,” and about 350 mem- 
bers were present to hear a most interesting series of papers. 


Introduction 


Dr. D. EvAN BEDForRD (London), in introducing the sub- 
ject, said that the most frequent form of coronary disease 
was coronary atherosclerosis and its consequences—namely, 
the various forms of ischaemic heart disease. Minor coron- 
ary occlusions might be quite silent or, in particular areas, 
might cause disturbance of rhythm. The more serious occlu- 
sions caused cardiac pain, cardiac infarction, congestive 
failure, and sometimes sudden death. 

The terminology was becoming somewhat confused. 
Angina pectoris and cardiac pain were terms which related 
to clinical symptoms; cardiac ischaemia and coronary in- 
sufficiency related to the physiology of the pain; while 
coronary occlusion and cardiac infarction related to the 
pathological anatomy of coronary disease. The diagnosis 
of acute infarction should be restricted to cases with evidence 
of cardiac injury ; severe or prolonged anginal attacks with- 
out such evidence should be attributed to protracted cardiac 
ischaemia or coronary insufficiency. 

Fifty years ago coronary disease was rarely mentioned, 
but to-day everyone recognized it as one of the main causes 
of heart failure in adults. This suggested either that coron- 
ary disease was increasing by leaps and bounds or that it 
had been overlooked in the past. He had no doubt that it 
had been overlooked. Undue attention was paid in the 
early days to the fatal forms and very little attention to the 
milder. Nevertheless it was probable that coronary disease 
was actually increasing. Once recognized, coronary throm- 
bosis reached almost “epidemic” proportions in a few 
years. He did not believe that any comparison of prevalence 
to-day as compared with, say, 1918 was valid. 

The causation of coronary disease urgently demanded 
attention. The stress and strain of life was readily blamed. 
The disease was being correlated with abnormal cholesterol 
metabolism and with endocrine factors. The established 
fact that the coronary arteries of women were less liable 
to disease than those of men, at least up to middle life, 
needed investigation. This suggested that oestrogens might 
explain the relative immunity of women to coronary disease 
prior to the menopause. The whole question of prevention 
demanded recognition in the pre-occlusive stages of athe- 
roma. It might be that the detection of metabolic errors 
would achieve this where clinical tests had failed. With 
regard to treatment, the main advances had been in the 
introduction of anticoagulant therapy and improved methods 
of treating severe shock complicating cardiac infarction. It 
was still not finally decided whether anticoagulants should 
be used in all cases or only in selected ones. 


Incidence, Mortality, and Morbidity 


Dr. WILLIAM PHILLIPs (Cardiff) said that it was the experi- 
ence of them all that there was an enormous variation in 
survival figures. His own experience included two people 
whose original attack of myocardial infarction dated 35 
years before their death. Family history was not neces- 
sarily ominous. In myocardial infarction optimism was 
reasonable once the urgent phase of infarction was past. 
In presenting certain statistics Dr. Phillips said that their 
object was to give a clue to aetiology and prevention. 


The first account of angina appeared in the Medical 
Transactions of the Royal College of Physicians in 1758 
under the name of William Heberden. Between 1748 and 
1782 Heberden saw 100 cases, and it was of some interest 
to reflect that for 150 or more years afterwards no one 
collected anything like that number. The speaker showed 
a graph indicating the expectation of life from early times 
(500 B.c.) to the present, and pointed out that only 
comparatively recently did this expectation rise much 
above 35 years from birth. The increase would appear to 
show that in earlier times people who survived to old age 
were exceptional, but this was by no means true. People 
in positions of responsibility in former times lived to ages 
which to-day would be regarded as old. Heberden himself 
lived to be 90. George Washington died at 67, but his half- 
dozen immediate successors in the Presidency of the U.S.A. 
lived to well over 70. In ancient Greece apparently the 
expectation of life at birth was under 20, in ancient Rome 
little more, and in the Europe of the Middle Ages down 
to the French Revolution it was about 35. By 1900 the figure 
had increased to nearly 50 and was now 65 or more. 
According to the Registrar-General’s statistics for England 
and Wales in 1947 the number of deaths attributed to heart 
disease was 28% of the total, the next most common cause 
being cancer (15%). Certification of death in the elderly 
was probably not very accurate. Certainly in patients 
referred for consultation, whether in hospital or in private 
practice, one had the impression that the label of coronary 
artery disease was often applied incorrectly, and many 
patients with such disease diagnosable now by reasonably 
reliable methods were thought to be suffering from other 
conditions causing chest or upper abdominal pain or from 
rheumatism. It was too soon to employ statistical ap- 
proaches to this subject in view of the possible fallacy 
in the material. 


Pathological Physiology 


Professor G. W. PICKERING (London) said that coronary 
arteries had only one function, the transport of blood, and 
only one abnormality of function, the transport of too little 
blood. Most of the knowledge about coronary occlusion 
came from experiments on animals, and these had shown 
that the diameter of the coronary arteries was influenced 
by the autonomic nerves. The most important factors were 
the effect of arterial pressure on coronary flow and the 
influence of muscular work, which also increased coronary 
flow, and which presumably depended on the effect of meta- 
bolites. One of the peculiarities about coronary flow. was 
that the oxygen tension appeared to be a good deal lower 
than in other parts of the body. 

The pain of angina pectoris was believed to occur through 
the same kind of mechanism as the pain of intermittent 
claudication, which was much easier to study, and this had 
been shown to be due to the accumulation in the tissue 
spaces of substances released from the muscle and normally 
removed by the circulation. The explanation of coronary 
arterial spasm was to his mind quite unnecessary and most 
unlikely. The difficulty was, of course, that in these condi- 
tions the work of the heart and the coronary flow could 
not be measured, but in paroxysmal tachycardia it was 
reasonable to suppose that the rate of metabolism of the 
heart was increased. In severe anaemia both angina pectoris 
and intermittent claudication could occur and both were 
abolished or diminished by relief of the anaemia. In aortic 
regurgitation pain occurred in association with paroxysmal 
rises in arterial pressure. 

Coronary occlusion might be followed by one of three 
things : (1) nothing untoward at all; (2) angina of effort ; 
and (3) myocardial infarction. Whether or not the indi- 
vidual perished when the coronary artery was occluded 
depended to some extent on the degree of narrowing and 
on the size of the collateral vessels. In coronary occlusion, 
therefore, there were two separate events—namely, throm- 
bosis closing the artery, and the pre-existing arterial condi- 
tions out of which it developed. The underlying disease 
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was atheroma, which was most probably a disturbance in 
cholesterol metabolism. There was no doubt about the 
correlation of atheroma and obesity. The present evidence 
showed that atheroma was due to a disturbance in the lipoid 
metabolism, but it was not known to what extent it was a 
preventable disease in man. Monkeying with diet was not 
without its dangers. There should be properly controlled 
clinical trial of the low-fat diet before patients were.deprived 
of one of the reasons for remaining alive—the pleasures of 


the table. 


Pain in the Chest 


Dr. CLIFFORD G. PARSONS (Birmingham) said that most 
patients with coronary heart disease sought medical advice 
because they had pain in the chest, but pain in the chest did 
not necessarily indicate such disease, and the correct interpre- 
tation of this one symptom might be of great importance. 
The pain of angina pectoris was felt behind the sternum. 
It might or might not radiate to the neck, one or both arms, 
or the upper abdomen. It was an aching, restricting, or 
burning pain, provoked by exercise or emotional stress, and 
varying from one day to the next. The pain mounted rapidly 
to its peak, continued unrelieved until the patient was able 
to rest or regain equanimity, and then disappeared quietly 
in a few minutes. From time to time this familiar picture 
was modified so profoundly that it was almost impossible 
to recognize that the pain was angina, but one characteristic 
always remained—namely, the association of the pain with 
effort or with something that increased the burden on the 
heart. Sometimes the pain might be confined to an elbow 
or the jaw or neck. More commonly there was upper 
abdominal discomfort. The correct evaluation of dyspeptic 
symptoms was not always easy. 

The newspapers had made the public fully aware of 
coronary artery disease, and chest pain frequently aroused 
anxiety about the heart. Emotional stress of any kind made 
the individual heart-conscious. In women angina was rare 
before the menopause and was then almost invariably evi- 
dence of heart disease or hypertension or well-marked 
anaemia. 

Mild cardiac infarction caused pain which was usually 
more severe, more widely spread, and longer lasting than 
that of coronary insufficiency, and nitrites did not affect it. 
Vomiting and shock were common. The diagnosis could be 
substantiated by demonstrating signs of myocardial damage 
and tissue necrosis. Electrocardiographic changes were 


nearly always present. 


Treatment of the Patient in Hospital 


Dr. A. Rae Gitcurist (Edinburgh) said that the three 
pain-producing syndromes of coronary sclerosis—namely, 
angina pectoris, coronary insufficiency, and acute myocardial 
infarction—overlapped and might on occasion be difficult to 

‘distinguish, yet the methods employed in their treatment 
could be sharply defined. The patient suffering from angina 
pectoris seldom required hospital treatment. In the patient 
with coronary insufficiency, if nitrites did not control the re- 
current attacks, then other drugs such as khellin, papaverine, 
and phenobarbitone might provide some protection. Cervical 
sympathectomy should be considered for the more resistant 
cases of angina decubitus. Acute myocardial infarction 
varied so greatly in severity at the onset that the subsequent 
course was difficult to predict, and there was no alternative 
but to treat all hospital patients on the assumption that 
serious complications would occur. For this purpose anti- 
coagulants were the most effective remedy so far known. As 
soon as the diagnosis was established the patient should be 
given morphine and from 10,000 to 15,000 units of heparin, 
preferably intravenously. He had found “ dindevan ” given 
by mouth a safe and effective anticoagulant, though labora- 

‘ tory control was still needed ; 200 mg. a day gave a very 
steady prothrombin-time level. Shock was more readily 
handled under hospital than home conditions, and he had 
found digoxin useful in its treatment. It was generally wiser 
to send the' patient at once to hospital than to move him 


some days later when his condition might be more precari- 
ous. Ambulances should be equipped with oxygen and 
staffed by first-aid men trained in its administration. Com- 
plete immobility in bed should be discouraged as soon as 
shock and fever had abated. Chair-rest by the bedside 
might be started within two or three weeks. Usually the 
patient with an infarction was kept in bed for six weeks 
and very gradually returned to duties. At the same time 
prolonged rest favoured thrombosis and rest might be over- 


emphasized. 


Treatment in General Practice 


Dr. J. H. Hunt (London) dealt with the contribution 
which the family doctor could make to the treatment of 
coronary disease. In an emergency such as an attack of 
coronary thrombosis the very sight of the doctor helped, and 
the sooner the doctor could see the patient the more confi- 
dence the doctor was able to impart. Emergency calls of 
this sort were really emergencies in nearly every case. The 
doctor would probably find on arrival that the relatives had 
already given the patient brandy; sweet tea was perhaps 
better, but alcohol did give confidence. It was of the greatest 
importance to relieve the patient’s anxiety and the assump- 
tion that he was going to get better must be conveyed to him 
as soon as possible. 

Should the patient with coronary thrombosis be treated at 
home or at hospital? Much depended upon the doctor’s 
personal assessment of matters administrative rather than 
medical. The speaker had seen many an old person made 
anxious, confused, or depressed by being moved away from 
his customary surroundings. One question commonly asked 
was about smoking. Not long ago he had a patient, a sea 
captain, who smoked 50,cigarettes on the bridge on ordinary 
days and 80 when there was a fog, but he was a strong- 
minded man and after an attack of coronary thrombosis he 
gave up smoking entirely. With many patients, however, 
this was more difficult, and sometimes enforced abstinence 
from tobacco led to an undesirable increase in appetite, and 
the consumption of large quantities of sweets. It was hard 
to believe that smoking in moderation always made coronary 
disease worse. 

As for anticoagulant therapy, it was impossible more often 
than not to give this as a routine in the patient’s home 
because of the difficulty in having control tests performed. 
but he desired to see short-term anticoagulant therapy more 
used by the general practitioner. By no means all cardio- 
logists agreed on the necessity for anticoagulant therapy, 
and when experts disagreed it was for the general practi- 
tioner to judge for himself. 

Twenty years ago a diagnosis of coronary thrombosis was 
regarded as a death sentence. Nowadays it was by no means 
so sinister, especially when it occurred in middle age. He 
had one patient who had had mild attacks of cardiac infarc- 
tion at 55, 62, and 75 years of age, and died at 82 from 
something quite different, 27 years after the first attack. 
The family doctor must be ready to assume some responsi- 
bility whatever the future held for his patient, and in 
coronary disease no one could foretell the future. But 
the taking of responsibility was the fascination of general 
practice and the pride of the practitioner. 


Questions 


Very little time was left for questions from the large 
audience. Asked whether a considerable proportion of 
patients who died from coronary disease generally showed 
only a narrowing of the coronary artery, Dr. PICKERING said 
that he understood from his pathological colleagues that the 
examination of the coronary artery was extremely difficult, 
but he thought such a circumstance was uncommon. 

Dr. PARSONS was asked about the exercise tests with 
electrocardiography. He said that very often these tests were 
carried out by the technician, but they were useful when 
supervised by the doctor. One other limitation was that 
they did not always work. He had a colleague who had 
had three attacks of mild cardiac infarction and the other 
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day tried to do the exercise test by running up the stairs of 
the three-storied hospital, but there was still no effect on 
the electrocardiograph. 

Dr. EVAN BEDFORD, in reply to another question, spoke of 
the great variability of the results with the electrocardio- 
graph. He was asked whether the electrocardiograph was 
infallible in the diagnosis of coronary thrombosis, and replied 
that he could only give an answer which would need a great 
deal of qualification. The electrocardiograph could not 
detect coronary occlusion ; it detected only the consequence 
in the heart muscle. But he thought it most unlikely that 
cardiac infarction would escape detection by a complete set 
of electrocardiograph leads, though the single record might 
not show it. On the question of hospital versus home treat- 
ment, he believed that some patients under certain condi- 
tions were better treated at home. He agreed that the newer 
anticoagulants were much safer than the older ones. 





SECOND PLENARY SESSION: “ FIBROSITIS ” 
Thursday, July 16 


The second plenary scientific session was held in the Reardon 
Smith Theatre, with Mr. A. LAWRENCE ABEL in the chair. 
The subject of the discussion was “ Fibrositis.” 


The Point of View of the General Practitioner 


Dr. A. TaLBot RoGERs (Bromley), who put forward the 
point of view of the general practitioner, said that this 
subject was in a state of confusion and it was hoped that 
the present discussion would enable them to look afresh at 
the causation of the syndrome and at methods of attacking 
it in their practice. In earlier days fibrositis was regarded 
as a definite clinical entity, though it was true that there 
was no general agreement as to what constituted the condi- 
tion. But to-day the very existence of the condition was 
doubted. The general practitioner found that this diag- 
nosis was not available for him to fall back upon. Why 
was it that what was a straightforward diagnosis years ago 
was no longer available? The position was made more 
difficult in that nothing had been put in place of the diag- 
nosis which had been taken away. As a general practi- 
tioner he had a certain liking for the term “ fibrositis.” 
Quite apart from the fact that it was an easy thing to say 
that a patient had got fibrositis, it was a term which did 
not arouse alarm and despondency in the patient, his family, 
or his employer. Fibrositis was a term which the patient 
understood ; if the term “ prolapsed disk ” were substituted 
the patient would imagine that it must mean some weeks 
of unemployment. When it was announced that Hutton 
had fibrositis no one was particularly disturbed, but if it 
had been said that he had a prolapsed disk the search 
would have begun for another English captain. ‘ 

Could the fibrositic syndrome be explained by any single 
cause? If not, what conditions entered into the dif- 
ferential diagnosis ? On what treatment could a general 
practitioner wisely and safely embark ? Could the general 
practitioner be sure of finding in this classification the 
complete diagnosis for all the cases of aching in the back, 
the neck, and the shoulders that presented themselves to 
him, or were there still cases not falling into any other 
category that might be regarded and treated as cases of 
fibrositis ? 


Symptomatology 


Dr. A. H. DoutHwarre (London) said that it was Sir 
William Gowers who in 1904 first coined the term “ fibro- 
sitis,” and he did so on a false premise. There was no recog- 
nized pathological basis for the diagnosis, which must there- 
fore be clinical. They must turn to the pathologist to see 
if he could help, but it would be found that there was no 
characteristic pathological change which justified this diag- 
nosis. Pathologists were shy of the term. 

Fibrositis was characterized by pain and_ stiffness, erratic 
in its occurrence, coming and going for no apparent reason. 


The pain was made worse at first by movement, but if 
movement was persisted in it passed off, and after rest, 
especially rest in bed, the pain was worse. The distribu- 
tion was of great importance. It was almost always con- 
fined to the back of the trunk. All the common forms of 
alleged fibrositis of back, neck, and shoulder girdle were 
in fact derived from spinal disease or strain. The sup- 
posed nodules, which must not be confused with the true 
inflammatory nodules of rheumatoid arthritis, were areas 
of muscle spasm which disappeared (1) if the nerve-root 
irritation was removed ; (2) under the influence of curare ; 
and (3) when the patient was subjected to heat and massage. 
The so-called brachial neuritis—a very bad term—was ap- 
plied frequently to patients who had pain radiating from the 
shoulder girdle down the arm to the fingers. Such brachial 
neuritis was almost always due to cervical spondylosis or 
cervical injury. ‘ 

There was a general form of fibrositis to be seen in 
rheumatoid arthritis, but it was quite unnecessary and even 
undesirable to draw special attention to this involvement of 
the connective tissue. The sedimentation rate in fibrositis 
was normal as a rule, but in old persons who developed 
the condition it might be raised. He had never satisfied 
himself that any case of fibrositis had been cured by the 
elimination of focal sepsis. It was inconceivable that this 
condition could be due to any of the common pathogenic 
organisms seeing that the powerful chemotherapeutic and 
antibiotic agents now available had failed completely to 
relieve the symptoms. He thought it was highly probable 
that they were now discussing a disease which no longer 
existed. ‘ 

The CHAIRMAN said that even if the disease no longer 
existed it might be as well to continue the discussion, and 
he called upon Dr. Spillane to discuss the psychiatric aspects. 


Psychiatric Aspects 


Dr. J. P. SPILLANE (Cardiff) said that Sir Henry Cohen 
had recently emphasized that a complete diagnosis should 
tell them where the disease was, what functional disturb- 
ances were present, and how they had arisen. The label 
“ fibrositis ” had been applied indiscriminately. In fact, the 
reference in many textbooks to the aetiology of fibrositis 
bore a striking resemblance to that of pernicious anaemia 
before Minot and Murphy. It confirmed one’s impression 
that this was a medically fashionable diagnosis which had 
supplanted visceroptosis, pleurodynia, disordered action of 
the heart, and others of that ilk in which no organic patho- 
logical lesion could be demonstrated. 

What was overlooked was the fact that the symptoms in 
the majority of these cases represented but one facet of a 
psychoneurotic illness, or a disturbed emotional state finding 
expression in altered muscle tension. When they reflected 
that non-articular rheumatism was one of the main causes 
of incapacity in industry, the size of the problem became 
apparent. The omission of the psychosomatic approach 
was one reason for the prolongation of much “ fibrositic” 
invalidism. Many examples could be quoted where fibro- 
sitis had been solely due to abnormal emotional stress. 
There was a type of personality particularly prone to this 
type of disturbance. Symptoms of soreness and stiffness 
might well represent the patient’s feeling of being hurt by 
circumstances and resenting them. He felt “sore” about 
some things and expressed his feelings somatically. When 
such inward feelings became expressed in this way they 
were, so to speak, pushed out of mind so that the patient's 
attention was ‘distracted from his problems and became 
absorbed in his bodily feelings. Because of this conver- 
sion of interest the patient did not volunteer—nor under 
questioning readily admit—that he had emotional difficulty. 
He might well be unaware of the relationship of such fac- 
tors to his affection. The speaker contended that the 
psychosomatic approach would justify any time expended 
on it, and treatment should be directed towards the abnor- 
mal emotional stresses rather than to the obvious local 


symptoms. 
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Orthopaedic Abnormalities 


Mr. J. S. BatcHetor (London) opened with the remark 
that he did not believe in fibrositis. The aches and pains 
which were attributed to this condition were usually due 
to various orthopaedic abnormalities of the trunk and spinal 
column. These abnormalities fell into two groups—namely, 
strain and inflammation. A common cause of strain was 
defect of posture, which was responsible for many of the 
symptoms attributed to fibrositis. The deformities, which 
began in early life, became fixed and were often overlooked. 
Trauma, sometimes apparently trivial, but often sustained 
during heavy lifting, produced what was essentially an acute 
strain or sprain of one of the lower lumbar joints and 
was often followed by recurrent attacks of lumbar pain of 
acute onset (lumbago). The tendency to label such strains 
as “slipped disks ” was toebe deplored. Congenital anoma- 
lies in the lumbosacral region constituted a structural weak- 
ness which might lead to strain symptoms. 

Into the group of inflammations fell osteoarthritis, anky- 
losing spondylitis, and tuberculosis. Osteoarthritis of the 
whole spine or one of its regions was usually due to long- 
standing postural defect. When localized to one spinal 
articulation it was often the result of an old injury fol- 
lowed by disk degeneration. Ankylosing spondylitis in the 
fully matured stage was easily recognized, but in the early 
stages the diagnosis might not be easy. The possibility of 
spinal tuberculosis should always be borne in mind. 


Gynaecological Causes of Backache 


Mr. Lesutre H. W. WituiaMs (London) said that in this 
condition gynaecologists had a limited field. Nevertheless 
they had referred to them many cases of low backache which 
were often labelled “ fibrositis.” Among these cases of low 
backache were a number with some gynaecological abnor- 
mality. The gynaecologist’s problem was to decide in these 
cases whether the pelvic abnormality was really the cause 
of the backache. His first reaction was to look for some- 
thing else—muscular, articular, or ligamentous. When there 
was nothing obvious in this direction he tried to find out 
whether the gynaecological lesion could justly be incrimi- 
nated. The testing was fairly simple in such conditions as 
prolapse, which could be temporarily supported by a ring 
pessary. Should this relieve the backache it was some evi- 
dence that the prolapse was responsible. In other cases such 
as retroversion correction of the position and the temporary 
fitting of a Hodge pessary was indicated. 

In cases of more serious nature, such as fibroids or 
ovarian cysts, no one could say whether these tumours were 
causing the backache until the tumours were removed, but 
since such removal was necessary in any case the correct 
course was being followed when surgery was adopted. Much 
the same was true of cases of endometriosis and chronic 
salpingo-oophoritis. But a word of caution was necessary. 
As surgery might mean a radical pelvic clearance, and that 
in a young woman, palliative treatment should first be given 
a prolonged trial. The question whether disease of the 
uterine cervix did or did not cause backache was still dis- 
puted. Most types of cervical abnormality were in any case 
the better for active treatment, and if this happened to cure 
the backache all was well. But failure to remove backache 
by this treatment must not be regarded as unexpected or as 
serious. 


Primary Fibrositis an Imaginary Disease 

Dr. J. H. Cyrtax (London) said that fibrositis was the 
commonest misdiagnosis to-day. The word was coined to 
explain lumbago, and this view remained unchallenged until 
his own paper in 1945 attributing it to a disk lesion. The 
mere fact that lumbago fixed the patient’s lumbar spine in 
flexion showed that the sacrospinalis muscles were not in 
spasm and that the fatty lobules which these muscles con- 
tained were not responsible. 

Fibrositis meant pain felt by the patient in a muscle of 
the trunk. From what source did the pain originate ? 


Usually from articular lesions at the spinal joints. When 


these squeezed the dura mater pain of extra-segmental refer- 
ence resulted and referred tenderness was prominent. This 
provided the misleading tenderness responsible for the con- 
cept of fibrositis. 

Proof was simple if the examiner tested muscle function 
against resistance, tested articular function by passive move- 
ment, looked for fibrositis when the pain was absent, and 
moved the fibrositis about by manipulative reduction at the 
appropriate spinal joint. In the end many lesions got worse, 
root pressure resulted, and the clear neurological signs 
appeared which made the diagnosis of a disk lesion obvious, 

If the function of the moving parts was examined in this 
way and logical deductions were drawn, the concept of fibro- 
sitis would be replaced by a correct diagnosis. Often this 
entailed manipulative reduction of the relevant spinal joint, 
but never heat and massage to the area of referred tender- 
ness. Palliative treatment at an area of referred tenderness 
must be prevented, and manipulation by trained physiothera- 
pists should be prescribed. Swift relief was then attained 
within the medical sphere instead of the credit being given to 
bone-setters. 


Methods of Treatment 


Dr. G. D. Kersey (Bath) said that he was not quite sure 
where fact ended and fiction began in a discussion on fibro- 
sitis, a term which was now described as the refuge of the 
diagnostically destitute. He agreed that the term was a 
““wastepaper basket.” Many of the cases were suffering 
from postural defects or visceral derangements, and many 
others were psychosomatic. But in his opinion it was ridicu- 
lous to say this of all cases. Some academic gentlemen who 
denied the existence of this condition were burying their 
heads in the sand. 

There were two types of true fibrositis. One was rheuma- 
toid, particularly common in the elderly, and associated 
with a raised sedimentation rate, often loss of weight, and 
generalized muscular pain and stiffness. This reacted well 
to rest, A.C.T.H., and cortisone. The other was associated 
with gout. 

Dr. Kersley said that he himself had had three attacks of 
acute myalgia in different localities during the last four 
years. On the last occasion he woke in the morning with 
severe lumbago, and arranged with a colleague to have an 
intravenous hypertonic saline injection early in the after- 
noon. Something occurred to postpone this, and in the late 
afternoon the pain entirely subsided. Had he had the injec- 
tion, no doubt the cure would have been ascribed to it. 
There were several names in medicine which disguised ignor- 
ance, and he thought “ fibrositis * should remain ; an alterna-. 
tive suggestion would be P.U.O. (pain of unknown origin). 

Much could be done for these patients by advice on mode 
of life, avoidance of occupations which entailed a group of 
muscles being in a state of spasm, and avoidance of severe 
unaccustomed exercise. Patients should be told to do a few 
limbering-up exercises for two minutes every morning, fol- 
lowed by a hot bath, and in hot weather a cold shower and 
a vigorous rub-down. Excessive weight should be removed 
by diet, and any food to which the patient was allergic 
should be cut out. Heat in the form of a hot bottle or 
electric pad might be applied, and deep heat was sometimes 
useful. Manipulation was of definite value—usually in 
between attacks, when these were frequent. “* Some experts 
say there is no fibrositis, because of lack of scientific demon- 
stration. I do not want to be unkind to them, but I do feel 
like wishing them just one attack.” 


Discussion 


Dr. KENNETH N. Lioyp (Cardiff) said that the essential 
lesion was muscular tension, whether local or general. Fibro- 
sitis was a diagnosis of exclusion. Dr. W. N. Leak (Wins- 
ford) referred to certain abdominal causes of fibrositis, and 
spoke particularly of chronic appendicitis as a cause of 
backache. Chronic appendicitis also caused a certain 
amount of muscle spasm and nervous tension. Dr. 
R. C. B. Barsor (Hoddesdon) endorsed from his experi- 
ence as a general practitioner the value of Dr. Cyriax’s 
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methods of examination and treatment. Dr. Davin HUGHES 
said that he had often suspected that patients were exagger- 
ating their symptoms until he had an attack himself, when 
he discovered that the pain was very real. He obtained 
complete and dramatic relief by massage and manipulation. 
He found himself talking about the attack in exactly the 
same way as that in which his patients had talked. In reply 
to Dr. Etstt Warren, Dr. DouTtHwalTe said that neck, 
back, and shoulder ache were made worse by knitting. In 
reply to another question, Dr. KERSLEyY said that a lot of 
people declared that they began to feel the benefit two or 
three weeks after spa treatment had ended, but he could not 
say that this was within his own experience. 

Mr. A. STAVELEY GouGH (Watford) spoke also as a victim 
who had been relieved 48 hours after a well-placed procaine 
injection. In some cases the condition could be explained 
as caused by a disk, but in some cases it could not. There 
was a future for general-practitioner research on_ this 
problem. 

Dr. A. TaLBot Rocers, in replying on the discussion, 
agreed that this was a subject for general-practitioner investi- 
gation. He hoped it would be one of the research projects 
of the College of General Practitioners. In his view the 
title “ fibrositis”’ should not be discarded, but the name 
should remain within inverted commas. 





THIRD PLENARY SESSION : OVERWEIGHT 
Friday, July 17 


Clinical Survey 


The third Plenary Session, over which Lord HORDER 
presided, was opened with a paper by Dr. J. H. SHELDON 
(Wolverhampton), read in his absence owing to illness. He 
thought a general clinical survey might be useful, as there 
were numerous aspects which impressed the clinician but 
for which experimental medicine had not provided , the 
answer. Appetite played the fundamental role in obesity, 
and here the recent discoveries of the part played by the 
hypothalamus in the control of appetite were of great im- 
portance. Rats, after hypothalamic damage, showed a vora- 
cious appetite, which gradually subsided to more normal 
levels. A clinical study of maternal obesity showed a 
close parallel with such experimental demonstrations. In 
the initial stage, again, there was a voracious appetite, but 
presently a “plateau” stage was reached. The gain in 
weight began with dramatic rapidity and then fell off, this 
process taking in these maternity patients about a year. One 
woman, in January, 1940, weighed 133 Ib. (60 kg.); by 
April her weight had gone up to 168 Ib. (76 kg.). After 
this she refused to face the scales until April, 1944, when 
her weight was 218 Ib. (99 kg.)—a gain of approximately 
0.4 Ib. (0.18 kg.) per week over the period. 

Some fat people gained their weight slowly and steadily, 
but others showed initial rapidity. One woman whose 
weight went up at the rate of rather more than 3 Ib. a week 
took her normal meals, with second helpings, but had 
sweets and other eatables in the intervals, a special supper 
immediately before going to bed, took food to bed with her 
in case she starved in the night, and insisted that her 
husband bring her bread and cheese with the morning cup 
of tea, and yet she refused with some anger to say that 
she was overeating and stated that she never had more 
than her “ fill.””. Some patients showed a progression from 
“TI am never satisfied” to “I get hungry again within an 
hour.” When a woman had reached the “ plateau,” observa- 
tion showed that frequently she was not taking an excessive 
diet. Many fat individuals might not deserve to be fat 
on their present intake, but they had at some time in the 
past deserved to become fat and had been able to maintain 
their added weight on the basis of normal intake. Theoreti- 
cally this could be done only on a diminution of activity, 
and general observation suggested that that might be the 


case. 


There were several types of clinical obesity in which a 
cortical factor must be assumed. The well-known gain in 
weight which followed abstinence from tobacco might have 
a similar cause. Emotional tension might be eased by the 
taking of food and a disturbance of an endocrine factor 
might be involved. Maternal obesity began immediately 
after the birth of the baby. Some studies had suggested 
that the appearance of a male infant might affect the 
emotional state of the mother, resulting in an increase of 
appetite. : 

In general it was true that obesity occurred at the epochs 
of growth and puberty, maternity, and the menopause, all 
of which were accompanied by an endocrine departure from 
a relatively static state. It would be interesting to know 
more about the menopausal middle-age spread, and here 
was a field for clinical observation. One’s general im- 
pression was that the gain in weight at this period was 
slow. It might be due to taking dietary risks at a time 
when expenditure of energy was diminishing. Women who 
developed diabetes in middle life were apt to have given 
birth to larger babies than non-diabetic women. Present 
knowledge could not go much further than the general state- 
ment that the adrenal cortex was undoubtedly concerned 
in the production of obesity. The use of cortisone and 
A.C.T.H.—particularly the latter—might be accompanied by 
an increase in weight, but the link between the adrenal 
cortex and the appetite was still a mystery. One could not 
avoid the surmise that alterations in steroid function might 
influence the appetite by direct effect on the hypothalamic 
control. — 


The Control of Appetite 


Professor R. A. McCance (Cambridge) said that he must 
be allowed as a scientist to say a word about thermo- 
dynamics. If more potential energy than it expended were 
put into a living organism in the form of food the energy 
would be stored up inside, usually in the form of fat. The 
adjustment of calorie intakes to requirements was usually 
very exact, and people got fat because they lost control, 
often only temporarily, of this fine adjustment. The whole 
future for the control of obesity lay in finding out what were 
the mechanisms which controlled the appetite. Until these 
were known, corrections could not be applied. There must 
be something very fundamental about these mechanisms, 
because they made their appearance very low down in the 
scale of evolution, being exhibited by animals like hydra, 
with the humblest of nervous systems. In man the cortex, 
both at the unconscious and particularly at the conscious 
level, had become very important. It would probably be 
promising to look for the control of food intake in some 
change in the chemical anatomy of the nervous system, 
possibly in some specific cells or centres. If the responsive- 
ness of the nerve cells or receptors was found to depend 
upon their chemical structure, and if these in their turn 
depended upon the nutritional state of the organism, it would 
be possible to explain all the elementary facts about the con- 
trol of appetite as we now knew them. He added (though 
this was questioned by other speakers) that clinical obesity 
was never due to retention of water. 


Dangers of Obesity 


Dr. A. P. MEIKLEJOHN (Edinburgh) agreed that the funda- 
mental problem of obesity lay in the appetite, though plenty 
of people who suffered from it would like to believe that 
their surplus tissue arose as a result of spontaneous gener- 
ation. In every case appetite led to greater intake of food, 
and the body did not always get rid of it by expenditure of 
energy. In many cases overeating was just a bad habit. 
People could become addicted to food just as easily as to 
alcohol. Some people, particularly women, overate because 
they were unhappy; they were driven to the bun or the 
pastry for the same reason which sent their husbands 
to the public-house. Psychological overeating generally 
affected the poor much more than the rich in view of the 
quality of the surplus food which the poor consumed. 
There were, however, whole groups of patients who did 
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not lose weight on a low-calorie diet as fast as should be 
expected, and it was a common observation that many 
people ate prodigiously without putting on weight. 

Why was obesity a menace to health? There was a time 
when obesity was considered normal in middle age, but 
experience of life assurance companies showed the other 
side of the picture. In some figures published by the Metro- 
politan Life Assurance Society it had been shown that a 
man (not a woman) aged 45 who was 25 lb. (11 kg.) above 
standard weight for that age was likely to die at 60, when 
he might otherwise have lived to 80. Obesity rendered its 
victim more prone than the normal person to a variety of 
ills, including accidents. At home he was more liable to 
trip over carpets, and at work to get entangled in miachinery. 
There could be no doubt that obesity was the commonest 
nutritional disorder in Great Britain to-day, and it was the 
duty of the medical profession to be vigilant in its preven- 
tion and wage war against it whenever it was seen in their 
patients. 


‘ 


Estimation of Overweight 


Dr’ H. M. Sincvair (Oxford) pointed out that estima- 
tion of obesity by comparing the weight of a person with 
certain standards for sex, age, and height was often falla- 
cious for various reasons. One of them obviously related 
to the build of the person: muscular persons might be 
heavier than fat persons of the same height and yet have 
much less body fat. The simplest way of measuring body 
fat was to take the thickness of a skin fold with a simple 
type of calliper and measure the subcutaneous tissue. This 
correlated highly with the density of the body. One-half 
of the whole fat of the body was subcutaneous. Over- 
weight was particularly difficult to estimate in children 
because of the two characteristic growth spurts—at the age 
of 5-7 and at puberty. Over-nourishment caused early 
maturity, and this was an extremely bad thing, particularly 
in man, because the characteristic of the species was the 
very long time it took to reach maturity, and to speed up 
the process might mean early death. 

The speaker gave a list of disorders which accompanied 
obesity. These included degenerative arthritis, hernias, 
atherosclerosis, hyperpiesis, diabetes mellitus, chronic 
nephritis, gallstones, and complications in pregnancy and 
childbirth. He also exhibited a table showing the influence 
of overweight on mortality in persons aged 45-50 years: 








Overweight Increase in Death Rate 
Over Average 
Ib. (kg.) % 
10 (4:5) 8 
20 = «(9) 18 
30 (13-5) 28 
40 (18) 45 
50 (22-5) 56 
60 (27) 67 








Treatment of Obesity 


Dr. Leonarp H. Howe ts (Cardiff) spoke on the role of 
.the amphetamines in the treatment of obesity. In the 
ordinary case of obesity, he said, strict adherence to a low- 
calorie, restricted-fluid diet would normally result in a 
satisfactory loss of weight ; but in many cases the use of a 
supportive drug was necessary, and of these the most valu- 
able was dextro-amphetamine sulphate. It was time that this 
drug was put in its proper place in the therapeutic arma- 
mentarium. It encouraged the obese patient to learn new 
dietary habits; it promoted a sense of well-being, and it 
enabled the patient to carry on when he would not other- 
wise do so. It did not in itself bring about any loss of 
weight ; it was supportive in its action. It was a safe drug 
to use for children when required. It might also be used 
to help the pregnant woman to lose weight. He gave the 
results in an unselected series of cases of obesity referred 
to the dietetic department of the United Cardiff Hospitals 
(see next column). 

Dr. Howells added a few words on dizbetes mellitus and 
obesity. Overweight people developed diabetes much more 








Satis- Failed 
Defaulted Some 
No. of Attended] factory to 
Treatment 4 Attend- * Weight 
Patients Regularly} Weight Lose 
ence Reduction Lost Weight 
Diet alone .. 156 56 100 46 27 27 
Dextro-amph- 
etamine while 
dieting oe 39 11 28 22 6 0 























commonly than normal people. Among insured persons 
diabetes was five times more common among those with 
overweight. The death rate also was higher among over- 
weight diabetics. Of 364 patients attending diabetes clinics 
in Cardiff, 32% of the females and 8% of the males exceeded 
their standard weight by more than 20%. 

Female diabetics were much more liable to overweight 
than males. It was essential in the treatment of diabetics 
to bring about a reduction of weight, first, because obese 
diabetics died early, and, secondly, because complications 
were much more common in this group. 


Obese Patients in General Practice 


Dr. Emrys WitiiaMs (Cardiff) said that two principal 
classes of patients suffering from overweight were commonly 
encountered in general practice. The first were the patients 
who were above average weight and wanted to slim because 
they were worried about their figure. The others were those 
who were suffering from definite pathological conditions 
either caused or affected by overweight, and these condi- 
tions included, in addition to those which other speakers 
had mentioned, a number of others such as skin affections. 
Many overweight patients showed emotional immaturity. 
Lack of emotional satisfaction led to overeating. Never- 
theless his own impression was that obese people were on 
the whole agreeable companions. He gave illustrative 
cases from his own practice of the response to dieting: 
Sometimes the condition might be due to heredity or pos- 
sibly psychological factors came in, and not much could 
be done about it. The results to be anticipated in hyper- 
piesis, arthritis, and dyspepsia were noted. 

Dr. R. A. PALLISTER (Malaya) asked whether reduction 
of fluid in addition to calories was necessary. On this 
point Dr. HowELLs said that, contrary to the view expres- 
sed by Professor McCance, he believed there were a certain 
number of people in whom fluid retention did play an impor- 
tant part, and that reduction of fluid helped to bring about 
loss of weight. It was a personal point of view based on 
experience. 





THE SECTIONS 
SECTION OF MEDICINE 
Wednesday, July 15 


The Use and Abuse of Antibiotics 


With the president, Professor A. M. KENNepy (Cardiff) in 
the chair, Dr. R. W. FAIRBROTHER (Manchester) opened the 
discussion on the use and abuse of antibiotics. He urged 
close collaboration between bacteriologist and clinician in 
achieving the best results from antibiotic treatment. Choice 
of the correct antibiotic for a patient was not always easy. 
It was most important that the antibiotic used should be 
effective against the bacteria responsible for the disease. If 
bacteriological control was not available judgment must be 
based on the rapidity of clinical response. The dose of 
antibiotics was important, especially with penicillin. The 
tendency was to use doses which were too large and too 
infrequent. An adequate initial dose was essential, and 
treatment should be continued for some time after clinical 
improvement’ occurred. In spite of theoretical considera- 
tions, there was little justification for using mixtures of 
antibiotics in clinical practice except when dealing with 
mixed infections. When two antibiotics were used together 
their effect on infecting bacteria might be no greater than 
when one was given alone; sometimes the effect was 
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much less. The alleged synergistic effect of antibiotic 
mixtures probably had no practical application to clinical 
medicine. 

The main toxic effects were due to intestinal upsets, hyper- 
sensitivity, and depression of the bone marrow. Additional 
dangers were the production of resistant bacteria, the risk 
of overwhelming secondary infections by insensitive organ- 
isms, and the masking of the true clinical picture of the 
disease. The indiscriminate use of antibiotics was danger- 
ous, and laboratory control should guide their use whenever 
possible. ; ; 

Dr. THOMAS ANDERSON (Glasgow) said that the use of 
any antibiotic always entailed a risk of its abuse. Although 
precise diagnosis was needed, clinical evidence often sufficed 
to incriminate certain organisms and justified the choice of 
an antibiotic. In local infections it was not sufficient to 
achieve a systemic concentration of the drug: the local site 
must be reached. But local applications of antibiotics were 
dangerous, since bacterial resistance soon appeared and skin 
sensitization was commoner when treatment exceeded five 
days. Penicillin was still by far the most widely used, and 
the most useful, antibiotic. Chloramphenicol, aureomycin, 
and terramycin should be used only when there were clear 
indications—for example, when dealing with a penicillin- 
resistant infection, in tracheo-bronchitis in childhood, or in 
specific infections such as enteric fever, typhus, or psitta- 
cosis. The newer antibiotics had no place in treating the 
common cold, influenza, or gastro-enteritis. 

In assessing the correct dose, blood levels of penicillin 
were not as important as the sensitivity of the organism. 
Crystalline penicillin in aqueous solution was still the best 
and safest preparation to use parenterally. More use might 
be made of oral penicillin in doses of 200,000 units five 
times daily. Streptomycin was not a useful drug and should 
be used only in the treatment of tuberculosis and, possibly, 
brucellosis. It should never be used in urinary infections, 
because bacterial resistance rapidly developed. The risk of 
dihydrostreptomycin producing deafness precluded its use 
as a therapeutic agent. 

Mr. J. S. Jerrrey (Edinburgh) said he thought that 
antibiotics were abused more in hospitals than in general 
practice. The tendency was to give too much antibiotic 
for too long and to neglect frequent reassessment of the 
clinical picture. In surgical practice it was necessary to 
consider not only the sensitivity of the infecting bacteria 
but also the blood supply to the site of infection. Surgeons 
often used penicillin to try to prevent secondary infections. 
This increased the proportion of penicillin-resistant staphylo- 
cocci in hospital practice, but some resistant strains would 
respond to high doses. In treating minor surgical infections 
six-hourly injections of soluble penicillin were best. If 
there was no improvement another antibiotic should be 
substituted. Local applications of penicillin were often 
harmful because they produced skin sensitization- and 
encouraged secondary invasion by non-sensitive bacteria. 
Aureomycin and chloramphenicol were much more effective 
than penicillin—applied locally.. The prophylactic use of 
penicillin to surgical patients was justifiable because it did 
no harm. Streptomycin was more dangerous and should 
be used only in appropriate cases. Chloramphenicol, aureo- 
mycin, and terramycin should never be used in prophy- 
laxis, since they destroyed the normal intestinal flora and 
so interfered with vitamin metabolism. The convenience 
of oral administration was no excuse for the indiscriminate 
use of these newer antibiotics. 


Antibiotics for Pulmonary Tuberculosis 


Dr. H. M. Foreman (Sully, Glam.) spoke on the use 
of antibiotics in the treatment of pulmonary tuberculosis. 
Streptomycin should be regarded as an adjunct to other 
forms of treatment. Streptomycin was of most value in 
treating acute forms of tuberculosis. When given alone, 
most patients developed resistant organisms. Streptomycin 
resistance could be almost eliminated by simultaneous treat- 
ment with para-aminosalicylic acid (P.A.S.). P.A.S. should 
never be given alone, since drug resistance soon occurred. 


At least 20 g. of P.A.S. should be given daily when the daily 
dose of streptomycin was 1 g. Intermittent streptomycin 
therapy, 1 g. every three days, was probably equally as 
effective as continuous treatment, and it was certainly less 
toxic and less liable to produce drug resistance. Strepto- , 
mycin sulphate was the least painful preparation when 
injected ; dihydrostreptomycin had no advantages and was 
more toxic. Isoniazid had recently been introduced and was 
an effective agent against tuberculosis. Here again, drug 
resistance quickly developed if the drug was given alone. 
A combination of streptomycin and isoniazid had proved 
very effective ; it had not yet been determined whether this 
should replace the combination of streptomycin and P.A:S. 
in the treatment of pulmonary tuberculosis. 

Dr. KENNETH S. MACLEAN (London) considered that the 
therapeutic use of combinations of antibiotics, or of anti- 
biotics with chemotherapeutic agents, should be more fully 
explored. Penicillin and streptomycin when used together 
gave the best results in bacterial endocarditis. The treat- 
ment of a series of patients with advanced excavated pul- 
monary tuberculosis was described. Some patients had been 
treated with isoniazid alone and the others with isoniazid 
and streptomycin. It had been found that isoniazid alone 
had no place in the treatment of tuberculosis. Isoniazid and 
streptomycin together were effective, the results of second 
courses of treatment being equally as good as the first. This 
combination offered more hope to people with chronic ad- 
vanced pulmonary tuberculosis. Such treatment might be 
undertaken by the general practitioner. 

Dr. F. A. WaitLock (Truro) described the use of anti- 
biotics in dermatology. There were very few skin com- 
plaints in which antibiotics were indicated. Penicillin should 
never be used in a creamy preparation, since sensitization 
was so common. Penicillin lotions were safer, but should 
not be used for more than five days. Streptomycin should 
never be used locally. Chloramphenicol and aureomycin 
were much more valuable and less liable to produce skin 
sensitization. In most skin infections it was best to use 
older remedies such as ammoniated mercury or “ vioform.” 
Antibiotic therapy did not play a big part in dermatology. 

In the discussion which followed Dr. V. COoTTON- 
CoRNWALL (Liverpool) emphasized the danger of tubercu- 
lous patients, while under treatment with antibiotics, infect- 
ing other patients with drug-resistant organisms. He thought 
that the treatment of tuberculosis in general practice would 
enhance this danger. Dr. T. A. Bryton (Chesterfield) 
made a plea for the routine use of the sulphate salt of 
streptomycin and warned against mixing different strepto- 
mycin preparations, which might prove to be incompatible. 


INTRATHORACIC NEW GROWTHS 

The meeting of the Section continued in the afternoon 
with the president, Professor A. M. KeNNeDy (Cardiff), 
in the chair. Dr. A. BRIAN TAYLOR (Birmingham) opened a 
discussion on the early diagnosis of intrathoracic new 
growths. The death rate from this disease was increasing, 
he said. Although this might partly be explained by more 
accurate diagnosis, it was probable that there was an actual 
increase in the incidence of the disease. Successful treat- 
ment depended on early diagnosis, but even so surgical 
treatment was not entirely satisfactory. With early diagnosis 
more patients were found to be suitable for operation at 
the time of diagnosis, and more patients were cured by 
successful surgery. Radiography was the most important 
investigation in early diagnosis, and whenever possible radio- 
logical facilities should be made available to the general 
practitioner. When an abnormality was discovered in chest 
radiography it was vital not to temporize but to pursue fuller 
investigation. Bronchoscopy should be done in all doubtful 
cases. It had been possible to see 82% of bronchial neo- 
plasms on bronchoscopy, although biopsy confirmation was 
available in only 57%. Examination of the sputum for 
malignant cells was not a reliable test, and negative results 
were of no value in diagnosis. 

In deciding on which patient should be suspected of having 
bronchial carcinoma and fully investigated, the general practi- 
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tioner should bear in mind certain facts about the disease. 
Bronchial carcinoma occurred most commonly in men 
between the ages of 50 and 60; it was commoner in town 
dwellers than in country dwellers. The four common early 
symptoms were cough, pain, dyspnoea, and haemoptysis. 
Haemoptysis always necessitated full investigation. It was 
depressing to recall that in more than one-fifth of the 
patients the presenting symptom indicated that the disease 
was already inoperable. 

Mr. VERNON C. THOMPSON (London) said that carcinoma 
of the lung was now the commonest cancer in the male 
‘and caused more deaths than did tuberculosis. The prob- 
lem was not entirely one of early diagnosis, but for the 
patient this was vital, because surgery offered the only 
chance of cure. Even when delay in diagnosis was mini- 
mized many growths were not curable by surgery. Prob- 
ably there was a long latent period between the evolution 
of bronchial carcinomata and the production of symptoms. 
During this period there were no symptoms, signs, or 
radiological changes. From the surgeon’s point of view 
it was important that diagnosis should be made before the 
growth had spread outside the lung, for once spread had 
taken place the post-operative survival rate fell from 60% 
to 15%. Early diagnosis depended on full investigation 
following rapidly in any patient in whom the disease was 
suspected. Unfortunately there was still a delay of about 
six months between the appearance of the first symptom 
and confirmation of the diagnosis. Delay was often caused 
by the patient’s failure to seek medical advice, or by the 
doctor’s hesitation in referring cases to special centres. 

The family doctor should suspect bronchial carcinoma 
when cough persisted in a patient over 40 years of age. The 
most important physical sign was a persistent localized 
rhonchus. Pain, dyspnoea, and haemoptysis all deserved 
full investigation, as did some of the rarer manifestations, 
such as polyarthritis and clubbing of the fingers. The 
general health of the patient was a poor guide to diagnosis. 
Mass radiography offered the only hope of diagnosis in the 
symptomless phase. Sputum examination for malignant 
cells was invaluable in expert hands. The most difficult 
cases were those with a peripheral radiological shadow but 
no other positive findings. 


The Pre-syzaptomatic Period 


Dr. Peter J. Kertey (London) said that after symptoms 
occurred in bronchial carcinoma the prognosis was bad, and 
emphasized the importance of diagnosis in the pre-sympto- 
matic period. He had known of many patients in whom 
radiological changes had been present for many years before 
symptoms occurred. It was probable that the life history 
of bronchial carcinoma was longer than had been thought. 
The two most important radiological changes in the pre- 
symptomatic phase were slight unilateral hilar enlargement 
and small rounded peripheral opacities. Hilar enlargement 
was often difficult to gauge, but could be demonstrated 
clearly by tomography, Peripheral rounded foci owed their 
round shape to the ‘abundant vascular supply. Round 


shadows in the lung could also be caused by tuberculosis, 


developmental tumours, cysts, and dissociated lung seg- 
ments. It was usually possible to differentiate peripheral 
carcinomas, because they grew more slowly, contained no 
areas of calcification, tended to have striated outer borders, 
and occurred in any part of the lung field. In contrast, 
tuberculosis occurred almost entirely in the apex of the 
upper and lower lobes and hardly ever in the anterior half 
of the lung. Angiography had not helped in differentiating 
peripheral shadows, but it was hoped that radioactive iso- 
topes would give much help in the future. 

Mr. Ditwyn M. E. Tuomas (Cardiff) thought the best 
way to appreciate the problems in diagnosis of bronchial 
carcinoma was to approach them from the viewpoint of 
the general practitioner. He had analysed a hundred cases 


referred from general practitioners because bronchial carci- 
noma had been suspected. Dramatic or sudden onset of 
symptoms was not very common, although pneumonia or 


haemoptysis sometimes attracted urgent attention. In South 
Wales carcinoma of the bronchus was hardly ever found 
in women. The onset was usually insidious and was often 
masked because previous respiratory disorders were so 
common in that locality. In patients with previous bron- 
chitis, chest pain was often the new symptom which 
suggested carcinoma. The clinical history was often more 
important than physical signs in arousing suspicion of 
bronchial carcinoma. 

In answer to questions by Dr. E. A. DANINo (Swansea), 
Dr. Emity V. SAUNDERS-JAcoBs (Woolwich), and Dr. T. W. 
Davies (Swansea), Dr. A. BRIAN TAYLOR said that he did not 
rely on respiratory function tests before operation, because 
the patients were suffering from a fatal disease. Pulmonary 
tuberculosis was not commonly found in conjunction with 
bronchial carcinoma. The cough in bronchial carcinoma 
was often non-productive. Mr. DitLwyn M. E. THOoMas 
thought there was a place for respiratory function tests, 
especially in a locality where chronic pulmonary disease 
was sO common. 





SECTION OF SURGERY 
Wednesday, July 15 


Toxic Goitre 


With the president, Professor LAMBERT C. RoGerRs (Cardiff), 
in the chair, Mr. RoBert V. CooKE (Bristol) opened a dis- 
cussion on the treatment of toxic goitre. He felt bound to 
confess that he had spent too much time operating and too 
little time thinking about the all-important question of the 
cause of thyrotoxicosis. A brief review of the physiology 
and pathology of this gland served only to emphasize our 
lack of knowledge about facts of fundamental importance. 
Until recently there had been little real advance in our 
knowledge for many years, but it was to be hoped that 
investigations with radioactive iodine would elucidate many 
obscure points. In the absence of much fundamental 
information they had set about treatment and, for want 
of a better method, had resorted to surgical removal for 
many years. Good surgery had become safe and satisfac- 
tory, but that safety had been slowly won, step by step. 
Most of the shortcomings of surgery were well enough 
known, but the speaker contended that many of the errors 
were avoidable. But the best surgery was essentially a 
crude weapon and was often an ordeal for such patients. 
He did not intend to discuss the treatment of the mild 
case. 

As for medical treatment, until quite recently it had been 
suggested that this was largely a question of preparing the 
patient for a decent operation. It was no wonder that the 
antithyroid drugs had at first seemed an attractive alterna- 
tive to operation. But after extensive trials the results had 
proved too unpredictable and relapses too frequent for these 
drugs to be considered a reason for avoiding good surgery. 
He did not favour the routine use of antithyroid drugs prior 
to operation .and felt that many patients were adequately 
prepared with iodine. The method of tissue irradiation by 
means of selective absorption and accumulation of a radio- 
active isotope was a fascinating idea with seemingly great 
prospects. Despite many disappointments there could be no 
doubt of the value of radioactive iodine in the treatment 
of hyperthyroidism. The problem of assessing optimum 
therapeutic dose with so many variables to consider was 
exercising workers the world over. A glass or two of almost 
tasteless solution must be an attractive alternative to a 
surgical procedure, especially in those cases where there 
were no pressure effects or possibility of malignancy. Many 
of the problems of dosage were analogous to those which 
had formerly faced the surgeon in deciding how much gland 
should be removed. Radioactive iodine did seem to be the 
treatment of choice in older patients and in recurrent 
cases. 

Mr. D. IoaNn-Jones (Cardiff) said that he would like to 
confine himself to the more elementary aspects of this sub- 
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ject. He stressed in particular the importance of assessing 
each patient carefully and the value of sympathetic hand- 
ling. In taking the history of the case it was often of real 
value to have the opinion of a close relative. Turning to 
the examination of the patient, he emphasized that a 
palpable gland, however thin the neck, was an abnormal 
gland, and that thyrotoxicosis was unrelated to the size of 
the goitre. He also referred to the difficulties experienced 
in recognizing tracheal displacement and compression and 
retrosternal extensions of the gland. In his experience 
doctors were apt to suspect malignancy unjustifiably, often 
in cases with hard glands. The modern tendency to prepare 
the patient before admission to hospital could be carried 
too far, and the surgeon might be tempted to be in too much 
of a hurry. The patient needed quiet but not an unduly 
restrictive atmosphere. Phenobarbitone could be used too 
often. He observed that it was of value to see how the 
patient responded to rest before deciding between iodine and 
thiouracil for pre-operative preparation. In conclusion he 
emphasized the importance of a gradual return to normal 
activity if the patient was to reap the maximum benefit from 
operation. 

Mr. R. J. McNett Love (London) pointed out the 
dangers of diagnosing neurasthenia and psychasthenia in 
cases of toxic goitre. He referred also to those cases with 
impalpable goitre. He endorsed some remarks of Mr. 
Cooke’s drawing attention to the danger of damaging the 
recurrent nerve and said that the vocal cords should be 
examined both before and after operation, otherwise damage 
could frequently be overlooked. 

Mr. P. R. Hawe (Liverpool) thought that the general prac- 
titioner must find it hard to decide whether to send his 
patients to a physician or a surgeon, and he thought it best 
that the mild cases should go to the physician. There 
appeared to have been some doubt about the value of the 
antithyroid drugs, but he felt that they were most valuable 
in preparing the patient for operation. Routine exposure 
of the recurrent nerves was important, and he himself had 
been in the habit of looking for the parathyroid glands, 
although he saw the superior glands in only about half his 
cases. 

Mr. J. H. Prerre (Trinidad) said that many of his patients 
had been treated by the general practitioner with iodine and 
thiouracil before admission to hospital, and in assessing 
whether the patient was ready for operation he had found 
palpation of the gland to be of some help. He asked 
whether the opening speakers could advise on the manage- 
ment of thyrotoxicosis cases at puberty and on the use of 
insulin in severe cases. 

Mr. Sot M. CoHEN (Dartford) asked whether estimations 
of the basal metabolic rate were thought to be of value. 
He referred to the possibility of liver damage in these cases 
and the use of high-protein diet and the vitamin-B complex. 
For the young patient surgery was to be preferred, but the 
other methods of treatment were useful in the older patients 
without nodular glands. 

Mr. RosBert V. Cooke, in reply, stated that he placed little 
reliance on the B.M.R. investigation. It had not been his 
practice to look for the parathyroid glands. Where a re- 
current nerve had been damaged at a previous operation 
and the patient was unaware of it he avoided drawing atten- 
tion to the condition. In pubertal cases he thought that the 
best method of treatment was to prepare them for operation 
as quickly as possible ; but he was reluctant to comment on 
Mr. Pierre’s inquiry about the use of insulin in severe cases. 
Doubtless it might be of value to give a high-protein diet 
and vitamin B, but he did not feel that his patients had 
suffered from omission of this therapy. 


Treatment of Gall-bladder Diseases 


With Mr. C. JENNINGS MARSHALL (London), vice-president, 
in the chair, Mr. R. J. McNett Love (London) opened the 
discussion by saying that biliary disease caused more ill- 
health than was generally realized. He referred to those 
cases in which gall-stones were discovered accidentally, those 


presenting with flatulent dyspepsia, and lastly those that 
developed various complications. He said that most cases 
of acute cholecystitis would settle down well without opera- 
tion. Many patients with cholangitis secondary to stones 
were wrongly diagnosed as having “ liver trouble.” External 
fistulae were rarely seen these days, but internal fistula was 
not uncommon, and elderly patients. sometimes presented 
with gall-stone ileus. Carcinoma in the gall-bladder was 
more common than was generally realized. Mr. Love went 
on to discuss the results of surgical intervention for gall- 
stones and some of the causes for disappointment. Refer- 
ring to the relief of biliary colic, he advocated the use of 
pethidine rather than morphine. He next summarized some 
of the points of operative technique, and first drew attention 
to the liability of pulmonary embolism. For this reason he 
was very particular about supporting the heels on a special 
pad to prevent pressure on the calf veins. The value of 
cholangiography on the operating table was “emphasized, 
and he showed a number of x-ray films of such cases. It 
was his invariable practice to do this simple investigation in 
all cases ; it took but a few minutes for the processed films 
to be returned to the theatre, and the surgeon could be busy 
taking out the appendix in the meantime. He favoured 
diathermy dissection ‘of the gall-bladder, which made drain- 
age unnecessary. 


Mr. Love concluded by referring to the management of 


the jaundiced patient. Gradual decompression of the liver , 


was the method of choice in cases with prolonged back pres- 
sure due to carcinoma of the pancreas, and improved results 
were obtained by this method as compared with those of 
sudden decompression. 


Mr. HAROLD C. Epwarps (London) said he agreed with 
most of Mr. Love’s paper and he particularly congratulated 
him on his exposition of cholangiography. He felt, how- 
ever, that the interpretation of the results in the hands of 
anyone less expert might be misleading. He himself had 
relied on the history and on visual and digital exploration 
of the bile passages. Although he had not practised chol- 
angiography at operation, he used it as a routine before re- 
moval of a drainage tube from the common duct, and it had 
never yet revealed any residual pathology. Confining his 
remarks on treatment to uncomplicated affections of the 
gall-bladder, he said that the two absolute indications for 
operation were gall-stone colic and recurrent cholecystitis, 
which in his experience was always associated with stones. 
He emphasized the risk of cancer in these cases. In the 
absence of these two absolute criteria great caution should 
be exercised. Especial care was necessary in non-calculous 
cases in which radiography showed merely a sluggish func- 
tion of the gall-bladder, with fat intolerance, flatulent dys- 
pepsia, and no localizing signs in the gall-bladder. The 
extent of the relief from operation was certainly propor- 
tional to the degree of morbidity found. Cases with no 
obvious disease were sometimes suffering from biliary 
dyskinesia, but he referred to the dangers of assuming the 
presence of biliary hypotension or hypertension. It was 
doubtful whether there was any justification for the various 
forms of nerve section which were practised abroad. In 
some cases he thought that there was persistent spasm of the 
sphincter of Oddi, causing recurrent attacks of pain with 
occasional jaundice, and in these cases he thought that 
choledochoduodenostomy was superior to sphincterotomy 
by any method. , : 


In the ensuing discussion Mr. D. IoAN-Jones (Cardiff) re- 
ferred to the occasional finding of carcinoma in a stone- 
containing gall-bladder removed during the course of some 
other operation. Mr. L. J. Horn (Ebbw Vale) said that 
the treatment of the case with spasm of the sphincter of 
Oddi had been referred to, but what of those patients who 
seemed to have a patulous sphincter, and what was the 
prognosis in these cases? Mr. R. V. Cooke (Bristol) said 
that cases of silent obstructive jaundice were frequently re- 
tained too long by the physician, who failed to recognize 
their true nature until rather late. Mr. R. D. RICHARDS 
(Merthyr) referred to certain elderly patients with coronary 
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insufficiency and indubitable biliary disease which aggra- 
vated the cardiac trouble, and he advocated operation in 
these cases. Dr. E. A. DaNiNo (Swansea), speaking as a 
physician, mentioned the frequency with which he saw cases 
of chronic pancreatitis giving rise to severe symptoms. He 
thought that in some cases of otherwise successful surgery 
pancreatitis might account for persistent flatulence and other 
symptoms. Mr. J. DUNBAR (Glasgow) said that, contrary 
to Mr. McNeill Love, and speaking from personal experi- 
ence, he had found that morphine was a valuable pain re- 
liever in these cases, but it must be given in large doses. He 
thought that there was still a place for drainage of the gall- 
bladder in some cases of cholecystitis. With regard to 
stones and carcinoma of the gall-bladder, it was his view 
that the latter seldom occurred unless the stones had been 
causing symptoms. Mr. Sot M. CoHEN (Dartford) asked if 
gall-bladder disease was getting steadily less common in this 
country. The operation seemed to appear less frequently 
on operation lists. 

Mr. H.-GORDON UNGLEY (London) drew attention to a 
method of cholangiography taught him by Mr. Rodney 
Smith. In the jaundiced patient it was relatively easy to 
insert a needle percutaneously into the liver and by seeking 
a dilated hepatic duct to make a cholangiogram. Mr. R. S. 
Mur tey (London), referring to Mr. McNeill Love’s remarks 
about pulmonary embolism, said that a pad behind the heels 
on the operating table was by no means a certain preven- 
tive of this complication. He had records of many cases 
of pulmonary embolism where this and other precautions 
had been taken. He also said that a completely normal 
cholangiogram could be obtained with a stone in the 
common duct, and gave details of a recent case. Dr. F. A. 
ANDERSON (Connecticut, U.S.A.) also referred to possible 
misinterpretation of cholangiograms owing to the presence 
of air bubbles in the opaque medium. Mr. C. JENNINGS 
MARSHALL (London), summing up before the opening 
speakers, made some general observations on the relation- 
ship of cholesterol to carcinoma. He had been glad to hear 
some support for cholecystostomy. At a certain stage in 
cholecystectomy the Rubicon was crossed and in the occa- 
sional case one was glad to have even a shrivelled remnant 
of gall-bladder available later. He warned against the 
dangers of ligating the cystic duct too far distally, and said 
that he himself was not averse to leaving a short stump. 

Mr. R. J. MCNEILL Love, in reply, said that he was sorry 
that Mr. Edwards had not provoked him more. He agreed 
that one should not remove a “ lazy” gall-bladder. He him- 
self had frequently divided the sphincter of Oddi with a 
special sphincterotome, with complete satisfaction. A 
patulous sphincter was probably of little harm. He empha- 
sized the value of slimming the fat patient and agreed with 
Dr. Danino’s remarks about the frequency of chronic pan- 
creatitis and pancreatic insufficiency. As to Dr. Anderson’s 
remarks, the answer was not to inject air into the bile ducts: 
it was not necessary. He agreed that there was still a place 
for cholecystostomy. 

Mr. Haro_tp Epwarps confined himself to remarks about 
the post-cholecystectomy syndrome. An American colleague 
had assured him that the best treatment for these cases was 
to put the gall-bladder back. 


PAIN OF VASCULAR DISEASE 


In the afternoon, with Mr. D. IoAN-Jones (Cardiff) vice- 
president, in the chair, Sir JAMES PATERSON Ross (London) 
opened a discussion on the relief of pain of vascular disease 
ir the lower limb. He said that he would confine his remarks 
to pain of arterial origin. Intermittent claudication, rest 
pain, the pain of inflammation, and that of ischaemic 
neuritis were all due to inadequate blood supply, and treat- 
ment must be directed to improving the blood supply to the 
limb. The treatment of the whole patient must come before 
treatment of the limb, special attention being paid to the 
condition of the heart and blood, the state of the arteries 
elsewhere, and to any associated or intercurrent disease. 
Intermittent claudication was generally due to main-vessel 


disease and called principally for an improvement in 
collateral circulation. This might be achieved by rest in 
bed, physiotherapy, and drug treatment. The results of 
sympathectomy were generally good with main-vesse] disease 
but poor where disease was diffuse and there was severe 
wasting of the affected muscles. He had little experience 
of intra-arterial drug injection and would leave this to subse- 
quent speakers. A second method of attack in the relief of 
claudication was arterial grafting, which would be discussed 
by Professor C. G. Rob. The third method was to decrease 
the muscle work in suitably affected groups by neurectomy 
or tenotomy. 

Rest pain was due to small-vessel disease and, where the 
foot was affected, might respond to physiotherapy and vaso- 
dilator drugs ; but if it did not, then lumbar ganglionectomy 
might be expected to relieve it in the uncomplicated case. 
Such pain was not necessarily a manifestation of advanced 
disease. When complicated by ulceration, sympathectomy 
should certainly be combined with constitutional measures, 
but might have to be followed by amputation of a toe. [If 
this wound failed to heal, amputation would be required at 
a level determined by the pulse in the main vessels of the 
limb. Rest pain complicated by oedema necessitated treat- 
ment of any infection and elevation of the limb. The latter 
measure might make the pain temporarily worse, and 
morphine should then be freely given. If oedema could 
be dispersed, the measures already outlined might be 
successful ; if they failed a major amputation was required. 

Mr. J. BaGoT OLDHAM (Liverpool) said that venous lesions 
might cause pain from thrombosis or venous incompetence. 
Superficial phlebitis was not infective, and therefore anti- 
biotics were not indicated. Active movement was essential 
in all cases. While it was exceedingly unlikely that embolism 
would occur from this condition, he did advocate immediate 
ligature of the saphenous vein at the groin in those case: 
where the thigh was involved. Firm bandaging below the 
knee was of value, but with marked varicosities ligature of 
the veins was the best treatment. The pain of deep throm- 
bosis might be less, but the risk of embolism was infinitely 
greater. Heparin not only arrested the process but was 
usually the best pain reliever. Active movements were 
started as soon as the process was under control, and firm 
bandages were applied. The important rule was never to 
let the leg swell. For the pain of venous incompetence, if 
this was confined to superficial varicosities, ligature was the 
best answer. 

When the deep veins were involved it must be recognized 
that there was no really satisfactory cure. The main essentia! 
was to teach the patient how to make the best of his dis- 
ability by avoiding undue standing, resting as much as 
possible with the foot raised, and, when standing, keeping 
the muscles active. Support by bandages or elastic stock- 
ings and reduction of weight were also very important. The 
greater the venous incompetence, the firmer the support must 
be, and the patient must be provided with the type of sup- 
port best suited to his needs and carefully instructed in its 
use. A patient who would not co-operate in this regime 
should not be considered for surgical treatment. Night 
cramp in the calves was common in association with varicose 
veins, and in his experience patients chose to relieve this by 
standing on the cold linoleum. The pain was relieved when 
the veins were tied, and usually by taking quinine at night. 

Mr. Oldham finally referred to his experience in the use 
of intra-arterial drugs. Alcohol, “ priscol,” and papaverine 
had been tried, but he now used only the latter. The dose 
had varied between 40 and 120 mg., and the procedure was 
painless, harmless, and simple. He believed that the treat- 
ment had been of value. 

Mr. HaroLtp Dopp (London) confined his remarks to the 
treatment of varicose veins. So far as the pain from deep 
venous incompetence was concerned, he believed that if one 
looked after the superficial veins the deep ones would look 
after themselves. After describing the full examination of 
these cases, he referred to those patients with small veins, 
the so-called “ early ” cases. Mentioning the isolated distri- 
bution of the affected groups of veins in these cases, he 
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added that others had drawn attention to the warm skin in 
relationship to them and the high oxygen content of the 
contained blood. He accepted the view recently put for- 
ward that these varicosities were directly due to arterio- 
venous communications in the limbs, and pointed to the 
value of vein-stripping procedures in these cases. 


Arterial Grafting 


Professor CHARLES Ros (London) then explained, with 
illustrative cases, the place of arterial grafting in the treat- 
ment of certain very carefully selected patients with arterial 
insufficiency. He thought it valuable for those cases of so- 
called primary popliteal thrombosis in young people ; also 
for certain cases of popliteal aneurysm and arteriovenous 
fistula. In some elderly patients with early gangrene it was 
justifiable to put in a graft, and he did not think that any- 
thing had been lost if such cases subsequently came to 
amputation. Patients with generalized arterial disease were 
very rarely suitable candidates for this procedure, and he 
particularly emphasized the very great importance of con- 
sidering the whole patient. 

Mr. Sot M. Cowen (Dartford) said he thought 
that much of the effort made to effect vasodilatation was 
ill-considered. Nature was no fool, and the ischaemic 
limb was cold and loaded with natural vasodilators. He 
thought that it would be the verdict of posterity that, in 
this era, anticoagulants had been a development of infinitely 
greater value than the vasodilator drugs. Heparin was the 
drug of choice in patients with arterial lesions, and he also 
praised the steady and predictable effects of phenylindane- 
dione. He believed that there was no need to depress the 
prothrombin level below 50% in these cases and thought 
that it was wrong to aim at the very low levels sometimes 
advocated. He had a number of questions to ask the earlier 
speakers If pain was due to localized vascular disease, why 
did it radiate so widely ? Why did sufferers from claudica- 
tion not remember the exact day of onset of their trouble, 
and why didn’t they sit down to relieve their pain? In 
assessing the results of intra-arterial injections, surely we 
should remember the tendency for claudication to improve 
spontaneously in many of the milder cases. 

He then referred to the value of sympathectomy in arterial 
disease. This operation was contraindicated in acute throm- 
botic lesions, legs with “sunset” cyanosis, and those with 
extensive arterial disease. Diabetic patients also did not do 
well. He did not think that Buerger’s exercises were of the 
slightest value, and intermittent venous occlusion should be 
abandoned. It was stupid to draw the patient’s attention to 
his disease by local measures of this kind, and it was impru- 
dent to refer tactlessly to his “ hardening arteries.” He dis- 
agreed with Mr. Oldham in that he believed that anticoagu- 
lants should be used for cases of superficial thrombophlebitis. 
He had no faith in paravertebral block for deep thrombosis. 

Mr. H. GorDON UNGLEY (London) spoke in favour of 
intra-arterial injections for arterial disease. He also thought 
that paravertebral block was of value. Mr. J. T. Rice 
Epwarps (Newport) asked Sir James Paterson Ross whether 
stripping the posterior tibial nerve was of any value, and he 
also asked how Professor Rob stored his arterial grafts. 
Professor Ros then explained the different methods of 
storage, and said that he favoured freeze-drying, which 
enabled the graft to be transported quite ‘easily in a tube 
in one’s bag. He did not like venous grafts for most cases. 
The other opening speakers dealt with further questions 
raised in discussion. Mr. COHEN said that it was simpler 
and better to warm the patient than to do a paravertebral 
block, and he referred to plethysmographic studies which 
had shown that intravenous injection of drugs produced an 
effect which lasted almost as long as intra-arterial injection. 

Mr. BaGcot OLDHAM detailed some of the evidence which 
showed that drugs were retained in the limb after intra- 
arterial injection. He disagreed with Mr. Cohen’s remarks 
about patients with claudication not remembering the exact 
time of onset of their trouble. He underlined the dangers 
of injecting long-acting analgesic agents round the nerves 
in an affected limb. 


Sir JAMES PATERSON Ross said that he had been interested 
to learn from Mr. Oldham that papaverine seemed to be the 
only drug of value in intra-arterial injection, for this was 
the drug which his colleague Mr. J. B. Kinmonth had found 
of value when applied to the surface of the main vessels of 
experimental animals. He agreed with Professor Rob’s 
advocacy of attempting to save more limbs, and he was 
especially interested in Mr. Cohen’s remarks about the use 
of the anticoagulant drugs. He himself was not surprised 
to find that the muscular pain in some cases radiated so 
widely, for this fitted in with Sir Thomas Lewis’s findings 
in his experimental injection of the intervertebral ligaments. 
In reply to Mr. Rice Edwards, he said that the stripping of 
nerves, or neurectomy of predominantly sensory nerves, was 
of no value. 





SECTION OF OBSTETRICS AND GYNAECOLOGY 
Wednesday, July 15 


The Modern Forceps Operation 


With the president, Professor G. I. STRACHAN (Cardiff), in 
the chair, Professor T. N. A. JEFFCOATE (Liverpool) opened 
a discussion on the place of the forceps in present-day 
obstetrics. Remarking on the shift from a conservative to 
a radical outlook in obstetrics in the last quarter-century, 
he pointed out that in many circumstances forceps extrac- 
tion and caesarean section had become safer for mother 
and child than spontaneous delivery. Their increased use 
had not only improved the maternal results but had also 
effected a dramatic fall in the number of stillbirths and 
neonatal deaths attributable to the process of birth. The 
increased safety of forceps delivery was due chiefly to four 
factors: (1) the disappearance of the high-forceps opera- 
tion and the replacement of most difficult mid-forceps 
extractions by caesarean section ; (2) insistence on an accu- 
rate cephalic grip; (3) the application of forceps earlier 
in the second stage of labour, often before there is any 
evidence of distress; and (4) the prevention of maternal 
risks such as post-partum haemorrhage and anaesthetic 
complications. 

Despite the greatest care in selection of cases unexpected 
difficulty, usually due to contraction of the pelvic cavity, 
occasionally confronted even the expert. There must there- 
fore be a place in hospital practice for a considered “ trial of 
forceps,” with resort to caesarean section in cases of failure. 
The proper place for forceps in modern practice, concluded 
Professor Jeffcoate, was whenever they offered less risk to 
mother and foetus than did further prolongation of labour. 
These relative risks must be assessed in the light of the 
circumstances of each case, and this meant that in domi- 
ciliary practice forceps should be applied only when the 
vertex was below the level of the ischial spines. 

Mr. Gavin Boyp (Belfast) compared the forceps rate in 
four groups of patients in Belfast. For women booked by 
midwives the rate was about 5%; for those delivered by 
general practitioners it was 8.8%. The higher rate of 16.4% 
in deliveries at the Royal Maternity Hospital reflected a 
tendency in hospital to anticipate the orthodox indications 
for the application of forceps. In private cases in hospital 
the rate was over 36%, probably because forceps extraction 
tended to become part of a technique which included pethi- 
dine and scopolamine analgesia, followed by cyclopropane 
anaesthesia for delivery. 


Failed Forceps 


Dr. WILLIAM HUNTER (Newcastle-upon-Tyne) reviewed 
the problem of failed forceps, a complication which was 
being less often seen as the standard of obstetrics rose. The 
three main causes were premature application, dispropor- 
tion, and an unrecognized posterior position of the head. 
Premature application of forceps was most likely to occur 
when a doctor, urged by the patient and her relatives to 
expedite matters in a prolonged labour, was tempted against 
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his better judgment to apply forceps before full dilatation 
of the cervix. He himself considered that any woman 
whose delivery was not imminent after 36 hours in labour 
should be transferred to hospital, where it was easier to deal 
with the patient both as a woman and as an obstetrical 
problem, unembarrassed by her relatives. Again, a doctor, 
considering the cervix to be fully dilated, might find under 
anaesthesia that a rim of cervix was still present. He must 
then be strong-minded enough to abandon the operation 
rather than risk injuring mother and baby. 

Disproportion was more likely to be overlooked when 
due to a large baby than when due to pelvic contraction. 
Ideally, the possibility of disproportion should be suspected 
antenatally, and if it was not excluded by bimanual exam- 
ination, aided if necessary by x-ray pelvimetry, the patient 
should be admitted to hospital for delivery. 

The third cause of failed forceps was the unrecognized 
occipito-posterior position. This malposition was much 
easier to diagnose antenatally, when it could be corrected 
abdominally by a manceuvre he had recently described. 
Correction was also indicated when there was failure of 
progress in the first stage of labour and would probably 
then be followed by spontaneous delivery or low-forceps 
extraction. When the second stage of labour exceeded two 
hours or was marked by foetal or maternal distress, then, if 
the head was in the pelvic cavity, manual rotation of the 
occiput to the front followed by forceps extraction was the 
treatment of choice. 

Dr. E. Parry Jones (St. Asaph) discussed the methods 
of rotating the head before forceps delivery. Manual rota- 
tion within the pelvic cavity was the easiest and safest 
method. When it failed the operator had to decide whether 
to displace the head upwards and rotate it above the pelvic 
brim or to effect rotation with forceps. The former 
manceuvre involved the risks of prolapse of the cord and, 
if labour had been long obstructed, of rupture of the uterus: 
it was a rational procedure only if the shape of the pelvis 
would allow the moulded head to re-enter the pelvic cavity 
in its new position. 

If forceps rotation was preferred the classical instrument 
could be used with advantage only if the head was low 
and there was no bony obstruction at the level of arrest. 
Kielland’s forceps were much better for the purpose, first 
because they were easier to apply accurately so as to grip 
the biparietal diameter without displacing the head up- 
wards ; secondly, because rotation could be effected with 
little force and with a minimum of trauma to mother and 
baby; thirdly, because traction in the line of the handles 
was in the pelvic axis at all levels; and fourthly because 
rotation, traction, and delivery could be accomplished with 
only one application of the forceps. 

Mr. GLippeEtL (Melbourne), Mr. Hopkinson (Church 
Village), Dr. D. McKay Hart (Glasgow), Mr. O. V. JoNes 
(Bangor), Mr. C. G. Rowortu (Swindon), Dr. E. NoEL REEs 
(Llanelly), Dr. A. J. MacLEop (North Uist), Dr. A. BARKER 
(Whitstable), Mr. Lestic H. W. Witwiams (London), Mrs. 
P. M. Naipu (Hyderabad), Dr. M. I. Cookson (Gloucester), 
and the PresipeNT of the Section participated in the ensuing 
discussion, to which Professor JEFFCOATE replied. 


Placental Blood Flow in Toxaemia 


Professor J. C. McCLureE Browne (London) gave a short 
paper on the placental blood flow in pre-eclampsia. Many 
workers had postulated that toxaemia resulted from 
placental ischaemia, but none had proved it. Together with 
Dr. Veall he had therefore first devised a method of locating 
the placental site, using radioactive sodium (Na”™). Next, 
in women in whom the placenta was on the anterior uterine 
wall, the tracer substance was injected directly into the 
choriodecidual space, and its rate of disappearance was 
timed with a Geiger counter. In seven hypertensive women 
the rate of disappearance of the tracer substance was three 
times as slow as in eight normotensive women. This indi- 
cated that in hypertension the rate of placental blood flow 
was markedly reduced. Other conclusions reached in this 
study were that placental ischaemia was the effect, not the 


cause, of the hypertension ; that the marginal sinus was not 
the path of venous outflow from the placenta; that the 
placenta had a large reserve ; and that this technique could 
be applied in other conditions of alleged placental insuffi- 
ciency, such as post-maturity. 


The Climacteric 


The meeting of the Section continued in the afternoon, 
with Professor H. Harvey Evers in the chair. Mr. ALECK 
W. Bourne (London) discussed the clinical aspects of the 
menopause. He said that the symptoms were primarily 
caused by the endocrine readjustment following functional 
ablation of the ovaries. The severity of the symptoms was 
probably determined by three factors : (1) Variations in the 
secretion of androgens and oestrogens by the adrenals in 
different women at the menopause. (2) An intrinsic factor 
dependent upon the sexual type of woman. The gynaecoid 
woman might expect a menopause in accord with her 
previous reproductive functions, relatively easy and short. 
The android woman would pass through the change with 
maximum symptoms. (3) An extrinsic factor in the form 
of emotional stress. In treatment, a mixture of the male 
and female hormones was more efficacious than oestrogen 
alone. Their synergistic action allowed a small dose to 
relieve both physical and psychical symptoms, and their 
effectiveness could be estimated objectively by the vaginal 
smear. Implantation of oestrogen pellets was to be avoided 
unless the uterus and ovaries were removed at operation. 

Mr. T. N. MacGrecor (Edinburgh) said that the climac- 
teric endocrine derangement caused an upset in the auto- 
nomic nervous system. In most women symptoms were 
absent or negligible, but in a minority psychological factors 
were paramount in precipitating symptoms. Therefore ex- 
planation and reassurance must be the first line of treat- 
ment, with oestrogen therapy reserved for severe cases only. 
He emphasized that no woman with irregular bleeding 
around the climacteric should be treated with hormones 
without a preliminary curettage. If both curettage and hor- 
mone therapy failed total hysterectomy was indicated. 


The Artificial Menopause 


Professor H. C. MCLAREN (Birmingham) spoke about the 
methods of inducing artificial menopause. Surgery en- 
tailed some small risk both to life and to health, and the 
likelihood of acute menopausal symptoms if both ovaries 
were removed. A radiotherapeutic menopause was safer, 
but in almost half the patients severe hot flushes required 
treatment later. For cases of non-malignant bleeding, there- 
fore, he was experimenting with the intrauterine application 
of radioactive phosphorus and cerium. In this way it was 
hoped to produce the menopause by destroying the endo- 
metrium without affecting the ovaries. 

Mr. M. D. Arwyn Evans (Cardiff) compared the inci- 
dence of symptoms in three groups of women after artificial 
menopause. The first group had had the uterus and both 
ovaries removed ; the second had had hysterectomy but con- 
servation of some ovarian tissue ; and the third had been 
treated radiotherapeutically. There was little difference be- 
tween the groups in the incidence of symptoms in women 
over 45. Therefore when the menopause was produced 
surgically removal of the ovaries with the uterus caused 
no deprivation in older women. In women under 45, how- 
ever, the conservation of ovarian tissue was desirable, since 
this was associated with a low rate of menopausal 
symptoms. 

Mr. J. R. E. James (Carmarthen), Dr. G. S. Foster (Car- 
diff), Professor J. C. McC. BRowNe (London), Dr. WILLIAM 
HunTEeR (Newcastle-upon-Tyne), and Professor G. I. 
STRACHAN (Cardiff) joined in the subsequent discussion, to 


which Mr. Bourne replied. 


Dysmenorrhoea 


With Mr. Lesuie H. W. WittiaMs (London) in the chair, 
Dr. D. McKay Hart (Glasgow) read a short paper on 
dysmenorrhoea. The subject bristled with difficulties in 
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definition, classification, pathology, and treatment. In 
secondary dysmenorrhoea the treatment was that of the 
cause, which was usually obvious except sometimes when 
endometrial tissue was present in abnormal situations. The 
primary type of dysmenorrhoea was said to occur only in 


ovular cycles and to be cured by pregnancy, but it might first — 


appear after a delivery. The various theories of causation 
had little in common. General regulation of the patient’s 
life was important, and operative measures ‘should be 
reserved for resistant cases, with presacral neurectomy the 
last resort. 


SECTION OF ANAESTHETICS 
Wednesday, July 15 


A Return to Simplicity ? 


With Dr. C. LaNGton Hewer (London), the president, 
in the chair, Dr. M. D. Noswortuy (London) opened 
the session with a discussion of the nature of simplicity. 
He defined anaesthesia as a combination of central depres- 
sion and peripheral suppression in varying proportions, 
depending on the combination of drugs used. He contrasted 
the older methods, in which central depression pre- 
dominated, with modern techniques—used since the intro- 
duction of relaxants—in which the period of reflex depres- 
sion was much shortened by the addition of pure peripheral 
suppression. The advantage of a shortened period of cen- 
tral depression was shorter recovery time. Dr. Nosworthy 
then emphasized the disadvantages of modern techniques. 
Relaxants had made inflation of the lungs a common prac- 
tice and thus abolished the fear of apnoea. For this reason 
some anaesthetists had also lost the fear of large doses of 
thiopentone, despite its dangerous circulatory depression 
and prolonged recovery time. He recommended that thio- 
pentone should be used only in “sleep doses,” and should 
be followed by 75% nitrous oxide in oxygen with a relax- 
ant. He doubted whether in some patients nitrous oxide 
alone produced surgical anaesthesia, the lack of which 
might be the cause of circulatory disturbances and 
hiccups. In these cases the addition of pethidine, procaine, 
or a volatile anaesthetic was more rational than administra- 
tion of thiopentone. 

Dr. Nosworthy concluded by defending the terms 
applied to pulmonary inflation: it was called “ passive ven- 
tilation”’ when the respiratory arrest was due to central 
depression, muscular paralysis, or both ; “ controlled respir- 
ation ” indicated that breathing would be suspended but for 
hyperventilation. He believed that these techniques, like 
that of endotracheal anaesthesia, should not be used unless 
clearly indicated. 

Dr. Nosworthy was followed by Dr. W. W. MUSHIN 
(Cardiff), who said that simplicity depended on understand- 
ing, and apparent complexity of anaesthetic technique 
should be condoned only if it was understood by the 
anaesthetist and beneficial to the patient. He said that 
teachers should remember that many undergraduates were 
future general practitioners, to whom anaesthesia would 
be only a part of their work, and the circumstances in 
which they would later administer anaesthetics would be 
different from those of a well-equipped hospital. “ He 
thought that all generations believed contemporary tech- 
niques in anaesthesia were unduly complicated, and the 
methods of to-day would seem remarkably simple to those 
who came after. 

In the discussion afterwards, Dr. G. HoyLe (Tamworth) 
raised the problem of analgesia for domiciliary midwifery, 
and made a plea for the administration of chloroform to 
be taught to medical students. This seemed in many cases 
the only practical agent. 

Dr. M. H. ARMSTRONG Davison (Newcastle-upon-Tyne) 
agreed that the problem of anaesthesia for domiciliary mid- 
wifery was a neglected one. He felt that open ether was a 
difficult anaesthetic, and that students should be taught to 
administer nitrous oxide and ether; if they were taught 
the basic principles of the subject thoroughly they would 


be able to master other techniques. Dr. H. R. YOUNGMAN 
(Cambridge) believed there was no serious danger of an 
explosion when ether was used in the presence of an open 
fire if there was a draught up the chimney ; but Dr. N. S. 
WALLs (Southport) disagreed with this. 

Dr. H. M. MoHELsky (Vienna) said that the surgeon 
should be taught simplicity. Dr. RONALD JARMAN (Lon- 
don) wondered whether the results of modern anaesthesia 
were better than those obtained by older anaesthetists: the 
modern opération caused less strain to the surgeon and 
more to the anaesthetist, and he wondered how long the 
anaesthetist should pander to the surgeon. Dr. R. BLAIR 
GouLp (London) said that the anaesthetic techniques used 
in teaching hospitals were wholly unsuitable for teaching 
medical students, and Dr. J. E. GILLESPIE (Melbourne) 
pointed out that ether had the advantage of illustrating 
clearly the stages in anaesthesia. Dr. K. S. THom (New- 
port) thought that students were well taught and agreed that 
chloroform was the most satisfactory practical anaesthetic 
for domiciliary midwifery. Dr. T. Cecm Gray (Liverpool) 
believed that a mixture of 75% nitrous oxide and oxygen 
would always keep a patient unconscious, but this was 
doubted by Dr. J. G. BourNe (London). Among others 
taking part in a lively discussion were Dr. C. LANGTON 
Hewer, Dr. R. P. HarsBorpD (Leeds), Dr. R. F. WooLMER, 
and Dr. D. H. Isaac (Port Talbot). 


Hypothermia and Anaesthesia 


At the afternoon session Dr. Hewer relinquished the 
chair to Dr. RONALD JARMAN (London).. The session opened 
with a short paper by Dr. E. J. DELORME (Edinburgh) on 
hypothermia and anaesthesia. Dr. Delorme explained that, 
when the temperature of the tissues was reduced, less oxy- 
gen was required to sustain cellular life ; if the body could 
be uniformly and reversibly cooled, the supply of oxygen 
to the tissues by the blood might be suspended. Degrees 
of hypotension and ischaemia which would be injurious at 
normal body temperature might then be tolerated and—in 
theory—the advantages of the hypotensive techniques re- 
tained without hazarding the safety of the patient. Experi- 
mental studies on dogs had shown that the circulation could 
be stopped for relatively long periods at lowered body 
temperature, and was followed by complete recovery. This 
was also true for the local circulation of various organs, 
including the brain. Dr. Delorme described the technique 
for cooling the body by the extraction of heat from an 
exteriorized circulation of the blood, and he discussed its 
advantages over surface cooling. 


Hypotension 


A discussion on the case against hypotension was opened 
by Dr. M. H. ARMSTRONG Davison (Newcastle-upon-Tyne). 
He said that his case depended upon the side-effects of the 
profound circulatory disturbance of hypotension, and the 
dangers in the methods by which it was achieved. Hypo- 
tension itself might cause cerebral anoxia, which, because 
of its frequency and serious consequences, was the most 
important argument against the use of the technique during 
operation. It might also cause cerebral thrombosis, renal 
or hepatic damage, haemorrhage from a large vessel during 
the period of hypotension or reactionary haemorrhage after- 
wards, cardiac failure, massive pulmonary collapse, and 
paralytic ileus. There was a risk of failure to restore nor- 
mal blood pressure, and the production of cardiac arrhyth- 
mias by pressor drugs used for this purpose. Of the 
methods for achieving hypotension, deep chloroform anaes- 
thesia had the particular danger of delayed poisoning, spinal 
analgesia might produce neurological lesions, and arterio- 
tomy could lead to clinical shock. He concluded that hypo- 
tensive techniques should be used only when the operation 
was impossible without a bloodless field and could not be 
more safely obtained by some other means. 

Supporting Dr. Armstrong Davison, Dr. R. F. WooLMER 
(Bristol) said that hypotension might make surgery easier, 
but its price was morbidity and mortality. He quoted a 
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recent analysis of the experience of 178 British anaesthetists 
who had used hypotensive techniques: 57% of their patients 
received methonium compounds, and 33% high spinal anal- 
gesia; 10% underwent arteriotomy, and in 9% of cases 
hypotension was obtained with other methods. The num- 
ber of cases was 21,125, of which the number of complica- 
tions was 549. There were 190 cases of delayed post- 
operative recovery, 164 of reactionary haemorrhage, 37 of 
thrombosis, and 24 of other acute cardiovascular complica- 
tions. Forty-six deaths were reported in the series, and he 
felt there was reason to believe that at least 39 of them 
were directly the fault of hypotension. Dr. Woolmer said 
he thought 39 deaths which were otherwise preventable was 
a high price to pay for a means of diminishing bleeding. 
Dr. H. C. CuurcHitt-Davipson (London) said he did not 
believe that the kidney was inevitably damaged during hypo- 
tension: red blood corpuscles and albumin appeared in the 
urine in many conditions, and oliguria could be caused by 
deep anaesthesia. Dr. W. W. Musuin (Cardiff) said that 
deaths after operations in which hypotension had been used 
occurred within six days, but deaths after operations in which 
other techniques had been used occurred up to 28 days after- 
wards. Dr. T. M. WitiiaMs (Swansea) stated that the com- 
plications of blood transfusion should be set against those 
of hypotension, and Dr. S. H. Granam (Cardiff) speculated 
on the critical figure for the blood pressure. Dr. C. LANGTON 
Hewer (London) complained that anaesthetists had not 
completely exploited the simpler methods of haemostasis, 
such as infiltration with dilute adrenaline. Dr. RONALDSON 
(Hull) gave an account of 500 cases of hypotension and 
stated that safety depended on careful selection of patients. 
He mentioned the work of the anaesthetic out-patient depart- 
ment that he had instituted. Dr. M. D. Noswortuy (Lon- 
don) agreed with Dr. Ronaldson, and Dr. JARMAN stated 
that as long as the pulse rate of his patients was below 100 
during the period of hypotension he did not feel any anxiety. 
Drs. J. MIDDLETON Price (London) and S. M. ANDERSON 
(London) also contributed to the discussion. 





SECTION OF CARDIOLOGY 
Wednesday, July 15 
Pulmonary Heart Disease 


With the president, Dr. J. Maurice H. Campsett (Lon- 
don), in the chair, Dr.. A. J. THomas (Cardiff) opened 
a discussion on pulmonary heart disease. He said that 
there were many diseases of the lung fields, or of the pul- 
monary vasculature, or of the muscular and skeletal cage 
of the thorax which would cause pulmonary hypertension 
or increased pulmonary blood flow, and so affect the right 
heart by causing increased work for the right ventricle. The 
progressive massive fibrosis of pneumoconiosis caused con- 
siderable right ventricular hypertrophy, with eventual right 
heart failure of low-output type. The electrocardiograph 
frequently showed typical changes of right ventricular hyper- 
trophy when the weight of the right ventricle exceeded that 
of the small left ventricle. He thought that the clinical and 
other findings of advanced pneumoconiosis indicated an 
obstructive type of pulmonary vascular lesion. Intercurrent 
bronchiolitis could cause anoxic failure at any stage, but 
eventually severe pulmonary hypertension was present and 
heart failure was irreversible. 

In emphysema the cardiac output was increased, the pul- 
monary blood flow was ample, and pulmonary hypertension 
was only moderate. Infection and anoxia would increase 
the pulmonary hypertension, but this condition was re- 
versible. The degree of right ventricular hypertrophy was 


less than in pneumoconiosis, and the cardiographic signs 
were‘later in appearing. Bronchiectasis was of importance 
in the causation of pulmonary heart disease, but the 
mechanism was not yet fully understood. 


Professor J. GouGu (Cardiff), reading a paper on the 
pathological anatomy of the lungs associated with some 
forms of cor pulmonale, said that death certificates showed 
that heart disease in the anthracite miners of South Wales 
was 50% more common, and in the non-anthracite miners 
30% more common, than in the general male adult popula- 
tion of England and Wales, and there was good evidence 
that this excess heart disease was pulmonary heart disease 
consequent upon pneumoconiosis. The majority of these 
cases were associated with the characteristic massive fibrosis 
found in coal workers, associated with severe endarteritis 
and thrombosis in the blood vessels. A notable feature was 
the extension of granulation tissue through the walls of the 
vessels into the lumen, causing disruption of the elastic 
laminae of the vessels. Injection with radio-opaque material 
showed a great reduction in the pulmonary arterial tree as 
a result of these changes. He had studied, by means of the 
large-section technique, thin sections representative of the 
whole lung in cases with non-industrial chronic bronchitis 
and emphysema. He regarded chronic bronchitis with 
dilatation of the bronchi as an important and striking 
feature in many cases of cor pulmonale, and the blocking 
of the bronchi with pus could readily account for the anoxia 
that developed during the recrudescence of infection. The 
large-section technique showed clearly the importance of the 
emphysema element in the development of cor pulmonale in 
chronic bronchitis and emphysema, but the emphasis was 
now on the changes in the bronchi and in the communica- 
tions between bronchial and pulmonary arteries. 

Dr. WILLIAM Evans (London) thought that the most im- 
portant factor in the production of pulmonary heart disease 
was obstruction within the pulmonary arteries, and that in 
any discussion on pulmonary heart disease the emphasis was 
on pulmonary hypertension. He described two groups of 
patients with pulmonary hypertension. In the first, the 
pulmonary vessels were blocked with material arising else- 
where, such as massive pulmonary emboli, bilharzia ova, 
or carcinomatosis. In the second group, the obstruction 
arose locally with the changes of endarteritis fibrosa of the 
lesser pulmonary arteries. This occurred in some patients 
with patent ductus arteriosus, auricular or ventricular septal 
defect, idiopathic dilatation of the pulmonary artery, con- 
genital pulmonary polycystic disease, emphysema, and 
possibly mitral stenosis. The most noticeable symptom of 
pulmonary hypertension was progressive breathlessness. 
Cough was seldom distressing. Syncope was a character- 
istic symptom, and might cause sudden and unexpected 
death in this condition. He described the signs of pul- 
monary hypertension, including cyanosis, distended neck 
veins, increased pulsation in the pulmonary area, an added 
sound in early systole and a terminal triple rhythm. The 
electrocardiogram showed right heart preponderance ; radio- 
logy showed enlargement of the right heart with prominent 
pulmonary arteries. In some cases there were signs of an 
associated condition such as a patent ductus or septal defect. 
The mechanism of the pulmonary hypertension was exten- 
sive endarteritis fibrosa blocking innumerable small pul- 
monary arteries. A preliminary arteriogram of the lung 
at necropsy indicated the area most affected by arterial 
blockage, and histological examination showed that the 
endarteritis fibrosa affected particularly arteries whose media 
showed a congenital aplasia or hypoplasia. 

The PreEsIpDENT (Dr. J. Maurice H. Campbell, London) 
spoke of the difficulty in deciding when the heart was 
involved in patients with dyspnoea from chronic lung 
disease. Signs of right heart failure provided a certain but 
late indication of heart involvement, but a sudden increase 
in dyspnoea, not associated with a pulmonary infection, was 
often an earlier sign. In mitral stenosis he had not so far 
found irreversible pulmonary hypertension. After mitral 
valvotomy the pressure usually came down by a half and 
might return to normal. In young patients with an atrial 
septal defect or patent ductus arteriosus pulmonary hyper- 
tension was uncommon, whereas in ventricular septal defects 
it was common. Pulmonary hypertension with a ventricu- 
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lar septal defect might cause the Eisenmenger complex, and 
pressure changes were more important than the degree of 
overriding of the aorta. 

Dr. R. A. PARKER (Cardiff) said that thickening of the 
intima of the small pulmonary arteries was part of the 
process of ageing and that the changes in emphysema were 
an accentuation of the normal old-age changes. In mitral 
stenosis there was medial hypertrophy and often an acute 
arteritis, He had not encountered in normal people the 
hypoplastic lesions described by Dr. William Evans, but had 
found them in mitral stenosis. Dr. JoHN C. GILSON (Pneumo- 
coniosis Research Unit, Llandough) found clinical or cardio- 
graphic signs of cor pulmonale in one-sixth of the last 150 
cases with progressive massive fibrosis that he had studied ; 
these often followed an acute infection of the lung. He 
thought that dust-suppressive measures would eventually 
prevent pneumoconiosis, and his unit was studying the effect 
of removal of the factor of tuberculous infection in lower- 
ing this attack rate of progressive massive fibrosis in patients 
with simple pneumoconiosis. Dr. A. RAE GiLcurist (Edin- 
burgh) spoke of the concept of malignant hypertension in 
the pulmonary circuit which, by analogy with malignant 
hypertension in the systemic circulation, might be reversible. 
Mr. H. R. S. HARLeEy (Cardiff) thought that pulmonary hyper- 
tension in mitral stenosis was due partly to the valvular 
stenosis and partly to changes in the small vessels. He 
regarded these changes as secondary to the pulmonary hyper- 
tension, which he thought was reversible. 

Professor GOUGH, in reply to points raised in this discus- 
sion, said that environmental factors were largely responsible 
for the amount of dust found in the lung. In young patients 
developing progressive massive fibrosis there was histo- 
logical and laboratory evidence of tuberculous infection. 
In this condition he thought the arterial changes were 
primary and not secondary. 

Dr. I. K. R. MCMILLAN (London) showed a colour film 
on the action of normal and pathological heart valves. This 
showed in a startling way how the heart valves worked and 
illustrated the difficulties encountered in the surgical treat- 
ment of valvular stenosis. 





SECTION OF CHILD HEALTH 
Wednesday, July 15 


Care of the Newborn 


The president, Professor A. G. WaTKINS (Cardiff), was in 
the chair when a panel consisting of Professor W. C. W. 
Nrxon (London), Professor Wi_Frip F. GaisForp (Man- 
chester), Dr. E. Noet Rees (Llanelly), and Dr. Dororny H. 
Apis (Cardiff) answered “ Any Questions ?”’ on the care 
of the newborn. 

The panel was unanimous that there was no advantage 


in withholding the first feed of the full-term baby for more - 


than six to eight hours; that there was no evidence that 
the administration of hormones to premature babies was 
worth while; that no benefit to the mother or child fol- 
lowed antenatal relaxation exercises; and that the main 
duties of the father in the antenatal period were household 
chores and baby-minding where necessary. No ill-effects 
followed the administration of oxygen to full-term babies, 
but there was a real danger of causing retrolental fibro- 
plasia in premature babies. Oxygen saturation should never 
exceed 40% and should be given for as short a period as 
possible. B.C.G. vaccination of newborn babies was thought 
to be well worth while, not as a routine but in selected 
cases. On both the last questions Professor A. WALLGREN 
(Stockholm) concurred with the panel. 

On the remaining questions there was a division of opinion 
among the panel. Some felt that there were advantages in 
nursing a baby naked in hospital, but the majority opinion 
of both the panel and other members was that a moderate 


amount of clothing should be used. On the question whether 
babies should be nursed in communal nurseries or at the 
mother’s bedside it was stated that there was no difference 
either in the incidence of infection or in the rate of breast- 
feeding whichever method was used. Those with personal 
experience favoured having the baby with the mother dur- 
ing the day but removing it at night, and with this view 
those fathers who spoke agreed. Getting the mother up 
on the third or fourth day after childbirth was fayoured 
by those who were concerned mainly with hospital prac- 
tice, but opposed by the family doctors and mothers ; 
the latter made the point that the mother would probably 
not have the opportunity for similar rest for the remainder 
of her life, unless a subsequent pregnancy occurred. No 
difference was seen in lactation whether early or late rising 
was practised. 

Surprisingly, the panel .and the meeting were evenly 
divided on whether routine circumcision of the newborn 
should be performed, the family doctors in the main being 
in favour of it. The common failure of lactation when a 
mother returns home from hospital was discussed at length 
without any general agreement. Some felt that the main 
reason was laziness, while others felt that sociological or 
psychological factors were most important ; failure to empty 
the breasts completely was thought to play a part, and it 
was stated that the incidence of breast abscess was as high 
as 5%. Here again the beneficial effects of adequate rest 
were stressed. On the question of*the most satisfactory 
feed interval for babies a lively discussion on demand versus 
régime feeding took place, the majority favouring the latter. 
The matter was epitomized by Dr. V. Mary CROSSE 
(Birmingham), who thought that with an intelligent mother 
demand and régime feeding would amount to the same 
thing. 

Lastly, on whose should be the care of the breasts, the 
obstetrician thought the paediatrician should look after 
them, the paediatrician had no opinion and thought it a 
matter of individual preference, the family doctor thought 
it was his responsibility throughout, while the mother was 
heard diffidently to mention the mother. 


Accidental Poisoning in Childhood 


Professor A. V. NEALE (Bristol), vice-president, then took 
the chair, and Dr. D. Swinscow (London) opened a dis- 
cussion on accidental poisoning in childhood.. He said that 
the age group for which the death rate from acute acci- 
dental poisoning was highest was 1-2 years. In England and 
Wales, in 1950-1 the rate for that age group was 37 per 
million of the population, only slightly less than the corre- 
sponding rate of 41 for influenza. Boys were more commonly 
involved than girls. Figures obtained from the Registrar- 
General showed that most of the poisons were medicaments 
and that the number of deaths caused by them was tending 
to increase. In 1950-1 the principal medicaments respon- 
sible were iron and strychnine preparations, antihistamines, 
and anodynes. Many of the preparations were not nor- 
mally regarded as being poisonous, and were relatively 
harmless to adults while being dangerous to children. The 
best method of prevention seemed to be to label pro- 
minently as poisonous even such supposedly innocuous 
drugs as aspirin and ferrous sulphate. The unpleasant taste 
of many of the preparations causing death suggested that the 
sugar coating of pills was not the danger that had been 
sometimes contended. 

Dr. J. O. Craic (Edinburgh) reported a similar increase 
in accidental poisoning in Edinburgh and Aberdeen. Here, 
too, the main rise had been in poisoning by medicaments. 
The most important at the present time was ferrous sul- 
phate, and the most lethal were strychnine and methyl 
salicylate, while the antihistamines came high on the list. 
It was necessary to educate the public in the idea that all 
medicines were poisonous to children. There were some 
substances—for example, linimentum A.B.C.—which could 
well be removed from the pharmacopoeia, and others in 
which modification of the vehicle—for example, lin. meth. 
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sal.—or in the composition of compound tablets—for 
example, purgatives containing strychnine—was indicated. 

In the subsequent discussion the frequent difficulty of 
inducing vomiting was stressed. Attention was drawn to 
the danger of prescribing medicaments which tasted nice, 
the rarity of metaldehyde and vitamin poisoning, and the 
differences between country and city in the frequency of the 
various poisons encountered. 





SECTION OF DERMATOLOGY 
Wednesday, July 15 


With the president, Dr. R. M. B. MACKENNA (London), in 
the chair Dr. Louis Forman (London) opened the sym- 
posium on practical problems in the management of dis- 
orders of the skin in general practice with a paper on the 
management of pruritus. He said the origin of the sensa- 
tion of itching was in the nerve endings of touch and pain 
in the skin. The appreciation of itching depended on the 
attention paid to the sensation. The sensual element of itch- 
ing and scratching was a matter of common experience. 
The’ causes of generalized pruritus in childhood were food 
or epidermal allergy or an infestation. In youth, anaemia, 
metabolic factors—for example, diabetes—and renal disease 
might be additional causes. In mature age, deficiencies and 
glandular factors might play a part. An important but un- 
common cause of pruritus was malignant disease or the 
reticuloses. Toxic or allergic reactions to drugs also led to 
itching. The nutritional deficiencies might lead to hyper- 
keratosis and atrophy of the skin seen in old age. The 
nutrition of the skin might suffer at the menopause and 
be improved by hormones. Testosterone was known to 
increase the amount of oxygenated blood in the skin. Circu- 
latory insufficiency might be the cause of the pruritus occa- 
sionally observed with mitral stenosis, cardiac insufficiency, 
and hypertension. Pruritus excited emotional reactions, and 
the experimental work of Cormia had showed that the 
threshold value of itching was lowered by psychic trauma 
and restored by reassurance. With long-established pruritus 
the patients might be found to suffer from an anxiety state, 
tensions, obsessions, and even delusions. The antihistamines 
applied to the skin were capable of sensitizing the patient. 
Sedatives internally were indicated only to relieve anxiety 
or tension states. 

Dr. W. J. O'Donovan (London) said that encephalo- 
graphy might show changes suggestive of epilepsy when 
specific remedies such as soluble phenytoin might relieve 
the pruritus. Tinct. opii in large doses for a month might 
break a vicious circle of itching. 


Ringworm of the Feet and of the Scalp 


Dr. JoHN T. INGRAM (Leeds) opened a discussion on the 
differential diagnosis and the treatment of ringworm of the 
feet. Any affection of the toes or feet, he said, which sug- 
gested the possibility of tinea pedis—and that meant almost 
every affection—required examination for fungus before a 
diagnosis could be made. As to treatment, it had to be 
remembered that tinea pedis was very prevalent in certain 
sections of the community, that it was very contagious under 
certain circumstances, and that it was often incurable. 
Nevertheless the condition could be controlled in the 
majority of patients and apparently cured if treatment was 
thorough and embraced the contacts and fomites. Relapses 
in hot weather were to be expected. Sandals or well- 
ventilated shoes, cotton socks, cleanliness, careful drying 
of the feet and toes, and the use of a dusting powder spelled 
salvation. 

Dr. L. Forman (London) said that demonstration of 
fungus in exudative phases could be difficult, and repeated 
examinations were necessary. 

Dr. W. N. Leak (Winsford) found ointments containing 
dithranol were better if dispensed in metal tubes. 


Dr. J. MarTIN-BEaRE (Belfast) read a paper on difficul- 
ties in the diagnosis and treatment of scalp ringworm; it 
was based on an epidemic which involved 1,000 children. 
12.6% of all schoolchildren and 25% of schoolboys were 
affected. With Microsporon audouini infection x-ray epila- 
tion was the treatment of choice but was not necessary 
with M. canis infections. Routine cultures were necessary. 
Infection with Trichophyton sulphureum was relatively 
common (55 cases in the series) and was difficult to treat. 
Local epilation was attempted in 40 cases, with 6 failures, 
and was not recommended. 


Nummular Eczema 


Dr. C. Howarp WHrrTtLe (Cambridge) opened a discus- 
sion on the problem of nummular eczema. He discussed 
the differential diagnosis from ringworm, psoriasis, sebor- 
rhoeic dermatitis, and contact eczema, and analysed a pilot 
series of 100 cases. His conclusions were that drying and 
degreasing agents prepared the ground, but atopy frequently 
provided a favourable soil. Local trauma might select the 
site and time of onset. Stress factors were very important 
and might precipitate, and maintain, activity. 

Dr. W. J. O'Donovan (London) hoped the word “ pluri- 
factor ” dermatitis would not be introduced into our litera- 
ture. The recognition of atopy and genetic factors was a 
throwback to the French concept of diathesis. 


Interpretation of Tests for Syphilis 


Dr. C. S. Nicot (London) spoke on difficulties in the 
interpretation of the serological tests for syphilis. There 
should be a complement-fixation and a flocculation test, he 
said, and only positive or negative results, no doubtful 
results. Other diseases were capable of giving positive 
results besides syphilis, but there was a prospect that the 
treponemal immobilization test might elucidate this prob- 
lem. A positive result in a newborn baby might be due to 
carry-over of reagin from the mother and would become 
negative after a few weeks. 


Hypostatic Ulcers 


Dr. D. S. WILKINSON (Amersham) spoke on the preven- 
tion of recurrences of hypostatic ulcers. He said the prob- 
lem of the hypostatic ulcer was not only one of healing 
but of keeping healed. The same measures used at the 
outset to reverse the conditions leading to the ulcer should 
be continued as a long-term policy to prevent recurrence. 
In a series of cases thus treated by a routine of varying 
efficiency at different hospital clinics, it was found that when 
this was efficient the recurrence rate was 12.5% in two years, 
and when inefficient 45%. A large proportion of break- 
downs, therefore, were prevented by good management. 
Accounting for the 12.5% were patients in whom poor intelli- 
gence, arthritis, hypertension, bad social conditions, and a 
poor psychological attitude were commonly found. 


Overtreatment 


Dr. I. B. SNEDDON (Sheffield) discussed overtreatment, 
which arose more often in dermatology, he thought, than 
in other branches of medicine because the patient and his 
relatives adopted a more critical attitude to the doctor, the 
signs of disease being visible. A high standard of cure was 
expected. The patient contributed to overtreatment by 
applying homely or proprietary remedies. The keynote to 
successful treatment was correct diagnosis. 

A simple classification of skin disorders was: (1) those 
which got better spontaneously, such as pityriasis rosea ; 
(2) those due to infection requiring active treatment; 
(3) those requiring skin rest; and (4) those which were 
incurable. The use of antibiotics in pyogenic infection over 
long periods caused sensitization of the skin. Fungicides, 


_ particularly the mercurials, were also potent sensitizers. 


In the eczema-—contact-dermatitis group the inflammatory 
reaction of the skin was often confused with infection, and 
antiseptics and antibiotics were applied. All the skin required 
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was rest, and this was best obtained by the use of inert 
evaporating lotions. Occlusive tar bandages had a wide 
evaporating lotions. Occlusive tar bandanges were useful in 
subacute dermatitis and infantile eczema. 


The Home and the Skin 


Dr. GEOFFREY A. HopGson (Cardiff) read a paper on the 
influence of home conditions on skin diseases, emphasizing 
the effect of unsatisfactory home conditions on common 
skin diseases.. Household chemicals, clothes, plants, and 
washing agents produced eczematous skin damage. Un- 
satisfactory home conditions often comprised work, financial, 
and housing problems, difficult personal relationships, and 
problems peculiar to the housewife. The mechanism of 
their effect upon skin diseases was discussed, with particular 
reference to alteration of skin reactivity, sweating, and 
scratching, and with special reference to the types of 
dermatoses produced or aggravated by it. 


The Clinical Meeting 


About 50 members were present in the afternoon at the 
clinical meeting in the Cardiff Royal Infirmary. The dis- 
cussion of cases, conducted by Dr. R. M. B. MacKenna, was 
lively and interesting, and the simple explanatory notes on 
the rarer conditions were helpful and much appreciated, 
especially by the general practitioners present. 





SECTION OF PATHOLOGY 
Wednesday, July 15 


Gastro-enteritis in Young Children 


With the president, Professor J. B. DuGuip (Newcastle- 
upon-Tyne), in the chair, Professor ROBERT CRUICKSHANK 
(London) opened a discussion on gastro-enteritis in young 
children. In children over 1 year of age acute enteritis 
was mostly due to salmonella and shigélla infections ; sub- 
acute enteritis might be caused by giardia. Sonne dysentery 
had occurred in recent years in epidemic waves, with greater 
prevalence in winter. Salmonella infections might occur 
sporadically as well as in family or larger outbreaks. Investi- 
gations had been made into the possibility that a virus 
might be a cause of mild diarrhoea affecting both adults 
and infants and of epidemic nausea and vomiting. Infan- 
tile diarrhoea and vomiting was mainly a disease of artifi- 
cially fed infants under 1 year of age in poor-class urban 
communities. 

Deaths from this disease had fallen considerably since 
1900, when some 30,000 infants died from it annually. In 
1951 deaths numbered 891. Nevertheless the disease re- 
mained a problem of some magnitude and affected a large 
number of infants. 

Great advances had been made in treatment, especially 
by rehydration and chemotherapy. Recent investigations 
in many countries had shown a close association between 
infantile diarrhoea and vomiting and certain specific types 
of Bact. coli, particularly O 111, O 55, and O 26 (Kauff- 
mann’s classification). Encouragement of breast-feeding, 
improved hygienic standards, early recognition of infection, 
and adequate treatment were measures which should help 
to eliminate this preventable disease. 


Incidence of Types of Bact. coli 


Dr. J. Smit (Aberdeen) reported that in North-east 
Scotland the peak epidemic year of infantile gastro-enteritis 
was 1947, when 240 cases were reported with 104 deaths 
(40% fatality rate). In 1952 there were 24 cases and no 
deaths. In 1947, O 111 strains of Bact. coli predominated, 
the sucrose-positive H2 variety being isolated from 227 
cases and the sucrose-negative H12 from 6. In 1948, H 12 
strains were more prevalent, but they had not been isolated 
since 1951. O55 strains were first isolated in 1947; their 
prevalence increased until in 1949 109 strains were isolated, 
but in 1952 the O 55 strain was isolated on only four 


occasions. From 1947 to 1951 only the H6 variety was 
found, but later a few H7 and H21 strains had been 
isolated. O 26 strains, first looked for in 1950, had been 
obtained from 18 cases and one carrier. In 1952 O 119 
strains were identified in 11 cases and 10 carriers. 
Since 1949, 20 cases of gastro-enteritis had been observed 
in which none of these Bact. coli types had been found. 
Dr. Smith considered that from the association of cases 
and outbreaks of this disease with specific Bact. coli types, 
it must be presumed that they were the aetiological 
agents. 

Dr. JOAN TaYLor (London) described an attempt to throw 
light on the extent of the problem of infantile gastro- 
enteritis. Specimens from infants living in their own homes 
and from infants admitted to an infectious diseases hos- 
pital were examined. During 1952 and 1953 317 infants 
were investigated. No bacterial cause could be isolated 
from 225 infants (71%), though possibly virus infection 
might have accounted for some of them. Specific types 
of Bact. coli were found in 55 (17%). Sh. sonnei was iso- 
lated from 33 infants (10%), and other pathogens (includ- 
ing some paracolons, some Giardia, and one §S. typhi- 
murium) from 6 (2%). The previous history of the infants 
was also investigated. Those who had been in institutions 
accounted for 7 of the 170 infants with no bacterial cause 
found, for 10 of 27 with coli sero-types, and for 4 of 35 
with Sh. sonnei. On two occasions infants with O111 
strains of Bact. coli had been admitted to nurseries, and 
these strains had spread without causing illness. 


Prevention of Gastro-enteritis in Hospital 


Dr. K. B. RoGers (Birmingham) described a trial organ- 
ized to prevent epidemics of gastro-enteritis in a children’s 
hospital. Infants who had gastro-enteritis, irrespective of 
bacteriological findings, were admitted to one of the three 
floors of an infants’ block. The other two floors were 
reserved for infants suffering from diseases not associated 
with gastro-enteritis. Infants who had been in any institu- 
tion during the previous month or who were vomiting 
without obvious cause formed a third group. They were 
admitted to cubicles elsewhere in the hospital, and bacterio- 
logical investigations were carried out. If the specific Bact. 
coli types were isolated the infant was sent either home or 
to the gastro-enteritis ward, but otherwise they were sent 
to a “clean” ward. The duration of hospital stay during 
the trial year was compared with that during preceding 
years. Infants with pyloric stenosis, intussusception, and 
pneumonia were particularly studied. He found that pari 
passu with the elimination of the specific types of Bact. coli 
there was a very marked reduction in the incidence of gastro- 
enteritis and that the infants were not so long in hospital. 
In previous years between one-fifth and one-quarter of the 
cots were occupied because of gastro-enteritis, which seemed 
to be an avoidable condition. 


Cross-infection 


Dr. M. T. PARKER (Manchester) reported an investigation 
on hospital cross-infection with salmonellae. During the 
last four years he had investigated 213 infections (85% of 
which were due to S. typhi-murium) in children under 2 
years of age. Most of the cases occurred in a few large 
outbreaks. Spread from ward to ward and from hospital 
to hospital occurred easily and could usually be traced to 
the transfer of infected patients. Infection became estab- 
lished only in wards in which most of the patients were 
less than 2 years old. Spread occurred as easily in cubicle 
wards as in open wards. Salmonella infection in the general 
population was common only in the summer months, but 
cross-infection in hospitals occurred at all seasons. The 
behaviour of the disease suggested that the infant excretor 
was the main source of infection and that the organisms 
were transferred from patient to patient without preliminary 
multiplication in food. The hands of attendants might 
become contaminated not only by direct’ contact with faeces 
but by contact with equipment and surfaces near the infected 
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infant. The relative importance of direct contact and of 
dust in the transmission of infection was not yet known. 
Dr. A. T. RopEN (London) described an investigation, 
undertaken with Dr. Joyce Wright (London), in a large 
isolation ward for infantile diarrhoea. Between January 27, 
1949, and January 10, 1950, 142 cases were admitted to the 
ward. Rectal swabs were taken from each infant on admis- 
sion and then at intervals of two or three days until dis- 
charge. Bact. coli type O111 was found in 30 infants on 
admission and type O55 in 11 infants. From one swab, 
both O111 and O55 types were grown, and results were 


‘negative in 100 cases. Of 111 infants at risk, 55 (50%) 


became cross-infected with type O 111, and of 130 infants 
at risk 46 (35%) with type O 55. The proportion of cases 
found to become cross-infected rose progressively with 
length of stay in hospital. Thus, among the cross-infections 
with type O 111 the proportion rose from 8 out of 39 cases 
(21%) staying less than four weeks to 13 out of 15 (87% 
staying more than 12 weeks; and, among the cross-infec- 
tions with type O 55, from 3 out of 43 cases (7%) staying 
less than four weeks to 11 out of 15 cases (73%) staying 
more than 12 weeks. Fifty-three of the 55 cross-infections 
with type O 111 and 42 of the 46 cross‘infections with type 
O 55 were found during the first six weeks of hospital stay. 
This finding supported the presumption that the long-stay 
cases did in fact have to have their treatment extended 
because they became cross-infected. 


The Importance of Breast-feeding 


Dr. Scotr THOMSON (Cardiff) discussed the difficulties and 
importance of breast-feeding. Professor, W. F. GAIsFORD 


(Manchester) considered that prevention of gastro-enteritis 


lay in actual breast-feeding and not the provision of breast- 
milk from human-milk banks. Dr. T. J. RENDLE-SHORT 
(Cardiff) said that severe gastro-enteritis was not often seen 
after 18 months of age, and asked whether there might not 
be some protective factor in human milk. Professor DuGUID 
mentioned the possibility that bottle-fed infants might be 
more exposed to the risk of infection. Dr. Joyce WriGHT 
reported the finding of unsatisfactory conditions in the pre- 
paration of infants’ bottle-feeds, both of cow’s and of human 
milk. Dr. Beryt Corner (Bristol) stated that only the 
rigorous application of isolation techniques in cubicles had 
prevented the spread of Bact. coli 0111 and O55 among 
infants in hospital. Dr. I. G. INNes (Hull) stated that he 
rarely saw severe infantile gastro-enteritis in general practice. 





SECTION OF PSYCHIATRY 
Wednesday, July 15 


Stresses within the Family 


With the president, Dr. T. J. HeENNeELLY (Cardiff) in the 
chair, Dr. H. V. Dicks (London) opened a discussion on 
family tensions and the work of the general practitioner. 
He deplored a tendency for practitioners not to look after 
the whole family, since family relationships affected the 
type of reaction of the individual to stress. Doctors had 
been insufficiently educated in holistic thinking to include 
the human environment. A man of 39 in mild cardiac 
failure went into hospital to die, as he said, and might have 
done, but fof the chance discovery that his father had 
died at 39 and his lifelong expectation had been to do 
likewise. 

With the fragmentation of the family due to modern 
industrial civilization, there were fewer possibilities of the 
child’s making the family a safe place. A minority might 
thereby reach a higher state of maturity because of their 
greater independence ; the majority were left with compar- 
atively little scope for their emotions. Thé minute family 
group of three had to contain an over-condensed mass of 
feelings. Not all conflicts could be resolved by giving way 


to the feelings. Other mechanisms such as repression or - 


dissociation prolonged the conflict and could lead to 
character and even to somatic structural changes. We 
needed to know more about how bad feelings arose in the 
patient ; and in this the importance of: the early mother- 
child relationship had been emphasized by Bowlby, Spitz, 
and others. 

The ailing, regressing child who was showing symptoms 
of deprivation was in the grip of a self-perpetuating 
mechanism. When married, he or she might look for a 
parent in the spouse and not for a partner. Worse, they 
might accept in the partner only their own highly subjec- 
tive image of the other, thereby angering the spouse by 
rejection of much of the latter’s real personality. To such 
an unstable marriage the birth of a child might well be an 
intolerable strain. 

Technological change was often blamed for psychological 
ills, but doctors needed a more proximate vision to see, 
within the social phenomenon, the play of interpersonal 
relationships in the family. With such a view, many other- 
wise ill-defined disorders fell into a recognizable pattern. 


Marriage and Security 


Dr. W. S. MacDonaLpD (Leeds) said that he learnt very 
early as a general practitioner to deal with people rather 
than with diseases. He had also learnt to look beneath 
such reports as that 35% of all girls marrying at 20 or 
under were pregnant at the time of marriage, and to con- 
sider the stresses latent in this situation. What insecurity 
for mother and child might be contained in this state of 
affairs? Matrimony was a great provider of security and , 
a sense of parental responsibility was scarcely possible 
outside it. 

The modern practice of having confinements in institu- 
tions was excellent for almost everything except for family 
stability. It might hinder the growth of maternal love and 
hence baby security; anxiety was a prime reducer of 
maternal milk ; and it was essential to the mother to main- 
tain close links with her family during the lying-in period. 
Modern social devices were good so long as it was remem- 
bered that the character of the ancillary worker was perhaps 
the most important factor. 

School provided many areas of stress ; the drive to pass 
the “11+ ” examination, the valuing of academic success 
above character, insufficient time to think, and insufficient 
emphasis on the responsibilities of adolescents were notable 
examples. Girls were rushed from school into work and 
into marriage without consideration of possible future 
motherhood, Boys lacked proper help in vocational choice. 
The changing pattern of age distribution, the disappearance 
of the unattached spinster aunt, and the plight of the old. 
people with no place of their own added to the burden on 
the apparatus of social care. 

Beyond all the medical investigations lay the mysterious 


- factor in human reaction to illness, sometimes called 


“guts”; perhaps found more often in women; perhaps 
more truly a spiritual factor, and closely linked with con- 
tentment and dissatisfaction in life. Why was one person 
knocked out of life by a trivial injury while another sur- 
mounted the most fearful handicaps? He agreed with 
Dr. Dicks that previous stress successfully overcome was 
a great strengthener, but to do this needed security. 


Acting Spontaneously 

Dr. R. F. BarBour (Bristol), speaking out of experience 
in child guidance, raised the question of the adult’s pre- 
conceptions in their dealing with a child. How could 
mothers break through the child-rearing systems they had 
adopted and act spontaneously when necessary? They, as 
doctors, needed to question such assumptions as: Must a 
child be admitted to hospital, running the risk of damage 
due to separation from the mother? Did cleanliness matter 
greatly? Were green vegetables necessary for health? and 
so on. The level of the child’s mental ability needed to be 
kept in mind, particularly so that a relatively dull child 


‘should not be forced to attempt too much. Parents should 
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reconsider their attitude to discipline—the admissibility of 
self-expression for the child, and the need of the child to 
develop independence. 

Dr. Doris ODLUM (London) reported that recent evidence 
on adoption had shown that third-party adoptions arranged 
by doctors had been proving notoriously unsuccessful. Too 
often such adoptions were not made in the interests of the 
child, but possibly out of a mistaken notion that a neurotic 
woman needed a child to make her well. Doctors must 
adopt a more responsible attitude to adoption and make 
the child’s interests paramount. She added that the chang- 
ing social pattern due to the emancipation of women had 
altered many women’s readiness to devote their entire lives 
to their children. However, the 24-hour presence of the 
mother with the young baby was not absolutely inescap- 
able ; but undoubtedly many neurotic breakdowns had their 
roots in an insecurity of the basic home relationship. 

Dr. F. A. BEvVAN (Woodstock) had found as a rural 
general practitioner that a greatly disproportionate number 
of problems which came to him arose‘in that quarter of 
his own area which was really a dormitory suburb of 
Oxford and not a true village community. Here there were 


_ small families living remote from their relatives and with 


no secure social roots. 

Dr. F. H. BoDMAN (Somerset) particularly agreed with 
Dr. Dicks’s remarks on immature character formation of 
parents. Dr. MacDonaid’s emphasis on stress at school was 
equally valid. A survey of Somerset children had had 
the interesting result that the highest incidence of mal- 
adjustment in schools was in the 5-6-year-old age group. 
This represented a measure of the child’s failure to develop 
from his home ties, and it was an area in which mothers 
needed help. He deplored leaving too much responsibility 
on adolescents to choose their own careers, but agreed that 
reasonable stress was a character-building influence. 

Dr. J. P. Horper (London) thought that in these days of 
contracting responsibilities of general practitioners the field 
under discussion was one in which general practitioners 
could well expand, if only the problems of expenditure of 
time and of selection of “ short cases” could be solved. 

Dr. W. LinrorD LL. Rees (Cardiff) drew attention to the 
contribution of maternal overprotection to tensions. It 
was a paramount factor, for example, in asthma, and pre- 
dated the symptom in 75°, of cases. Parental guidance 
had good results. 

Dr. Dicks in summing up the discussion said that train- 
ing the child should be an automatic process in infancy 
and should become explicit only when the child could both 
understand and use language. In principle the balance 
should always be on the side of gratification rather than 
frustration of the child. One difficulty of the over-protective 
parent was that she was too insecure to say “no.” In 
marital tensions it was notable how the sounder partner 
would consult the doctor first. Dr. Dicks re-emphasized 
that medicine is indivisible and that much could be done 
in the field under discussion by the general practitioner once 
he had acquired the necessary conceptual tools. 





SECTION OF RADIOLOGY 
Wednesday,’ July 15 


Radiology of Congenital Heart Disease 


The -president, Dr. PETER J. KerteY (London) took the 
chair and introduced Dr. R. E. Stremer (Hammersmith), 
who opened the discussion on the radiology of congenital 
heart disease. Dr. Steiner discussed the acyanotic forms of 
congenital cardiac anomalies, and, in his introductory re- 
marks, stressed the need for complete radiographic investi- 
gation and the value of fluoroscopy. The varying patterns 
of the heart shadow and pulmonary vessels were described, 
and the importance of pulmonary plethora or ischaemia 
was stressed. Dr. Steiner gave a broad classification of 
acyanotic cases as follows: (a) cases with intracardiac shunt ; 


and (b) cases without intracardiac shunt. Of the first group, 
coarctation of the aorta, pulmonary stenosis, and patent 
ductus arteriosus were described in detail: mention was 
made of the rarer lesions of this group. Of coarctation, 
Dr. Steiner thought that venous angiography was necessary, 
not so much for diagnosis as for anatomical definition of 
the aortic constriction and of the condition of the adjacent 
aorta and subclavian artery. Pulmonary stenosis in its two 
main types was described and the value of angiography in 
diagnosis was emphasized. The radiographic appearances 
in patent ductus arteriosus were listed and the variability 
of the*heart shadow in this condition was indicated. 
Atrial and ventricular septal defects, which comprised a 
large part of Dr. Steiner’s second group, were described in 
detail. The complicated septal defects presented problems 


‘in diagnosis, and the confusion that could occur between 


a large ventricular defect and the Eisenmenger complex 
required resolution at venous angiography. 

Dr. T. H. Hitts (London) described the cyanotic forms 
of congenital heart disease. The indiscriminate use of 
angiography was deplored and the considerable number of 
fatalities that had occurred in angiography of cyanotic cases 
was mentioned. Team-work and planning could do much 
to obviate the dangers of the examination, but the most 
vital preventive measure was careful case selection. Con- 
tinuous blood pressure and electrocardiographic recordings 
were necessary, and a thoracic surgeon and anaesthetist must 
be constantly available to carry out bronchial suction or 
cardiac massage should these measures prove necessary. 
Dr. Hills described the direct fluoroscopic appearances in 
Fallot’s tetralogy at length, and stated that angiography was 
of value only where surgery was contemplated. Venous 
angiography as against selective angiography via a catheter 
was preferred on the ground that the hazard was less with 
the venous route. Where there were complicated lesions, 
angiographic interpretation was difficult and the relative 
timing of chamber filling was often needed in differential 
diagnosis. For this purpose the angiograms must be ob- 
tained at sufficiently short intervals. Tricuspid atresia was 
then discussed and the angiographic picture in these cases 
described as diagnostic. Dr. Hills stressed the comparative 
rarity of Eisenmenger’s complex and the fact that a normal 
pulmonary blood supply might hinder recognition of this 
lesion. 

Dr. J. NORMAN PATTINSON (London), in an occasional 
paper on the anomalies of the aortic arch, traced the develop- 
ment of the arch and its derivatives and proposed a simple 
classification of the anomalies encountered. He gave his 
own clinical experience with these lesions and pointed out 
the value of the simple procedures of barium swallow and 


tomography in diagnosis. 


Technical Improvements 


Dr. R. A. Wittiams (Newport, Mon) foresaw the need 
for technical improvements in angiography and hoped that 
the recently developed technique of image amplification 
together with cineradiography would allow the radiologist 
to obtain 25 frames per second. Dr. JosepH Jacoss (Car- 
diff) agreed with Dr. Hills that angiography had a circum- 
scribed place in diagnosis. He pointed out the importance 
of left atrial enlargement in the diagnosis of patent ductus 
arteriosus and thought that this was one of the earliest 
signs of this anomaly. Mr. H. R. S. Harvey (Cardiff) had 
found angiography of little help in the diagnosis of left- 
to-right shunts: and of occasional value in defining abnor- 
malities of the great vessels. In his opinion retrograde 
aortography was preferable in complicated cases of coarcta- 
tion or patent ductus. 

Dr. Peter J. Kertey (London) demonstrated a series of 
pulmonary-vessel anomalies in asymptomatic adults which 
had been discovered at routine or mass miniature chest radio- 
graphy. He believed the condition to be far commoner 
than was generally assumed. 

Dr. J. Maurice H. CAMPBELL (London) reported a large 
series of paired superior venae cavae seen over the past few 
years and thought that this condition was not uncommon. 
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Because of the present high cost of producing the Journal, 
and the great pressure on our space, correspondents are 
asked to keep their letters short. 


Alcohol and Barbiturates 


_ Sir,—Attention was drawn in your annotation (Journal, 
June 6, p. 1269) to the lack of information concerning the 
effects of ethyl alcohol-and barbiturates taken together. 
Some clinical evidence exists that these two substances 
potentiate markedly the effects of each other. In addition, 
*)illie and Ahlquist’ reported that, in’ rabbits, alcohol poten- 
tiates the hypnotic effect of sodium pentobarbitone, and 
Ramsey and Haag’ found that alcohol increased the toxicity 


Doses of Sodium Amytal and Ethyl Alcohol Necessary to Produce 
50% Mortality in Mice 


Sodium Amytal Ethyl Alcohol 


0 mg./kg. + 14.25 ml./kg. 
200 ss + 11.5 Ra 
350 ‘ss a 6.5 a 
500 ” + 4.75 . 
675 “ + 0 » 


of various barbiturates administered to mice. Experiments 
have been performed in this laboratory to determine the 
acute toxicity of sodium amytal and ethyl alcohol adminis- 
tered simultaneously. 

Male albino mice weighing approximately 20 g. were used. 
Sodium amytal was administered orally as a solution con- 

600, taining 20 mg./ml., 
and ethyl alcohol 
(50 v/v in water) 
was given by the 
same route. The 
median lethal dose 
of each of these 
substances, admin- 


ANTAGONISM 


3 





$OOwm amyTAL gfe 





‘ ANTAGONISM 
: istered alone, was 
200} POTENTIATION determined. Sub- 
sequently the 
amounts of ethyl 
e ; ; + x “, alcohol required to 





produce 50% mor- 


COHOL mi. Sear ¢ j i 
ETHYL ALCOHOL miAg tality in mice which 


Moses of sodium amytal and ethyl had been given 

alcohol necessary to produce 50% approximately one- 
mortality in mice. 

quarter, one-half, 


or three-quarters of the median lethal dose of sodium amytal 
were determined. The results of one typical experiment are 
shown in the Table and Graph. 

When the results are plotted graphically with the dose of 
sodium amytal as- ordinate and the dose of ethyl alcohol as 
abscissa, all the points lie on the straight line joining the 
median lethal dose of sodium amytal to the median lethal 
dose of ethyl alcohol. Therefore a synergism exists be- 
tween sodium amytal and alcohol. However, the effects are 
simply additive and our results provide no evidence that 
the toxicity of sodium amytal is potentiated by alcohol.— 
We are, etc., G. A. H. BuTTLe. 


Department of Pharmacology, H. J. Fearn. 
School of Pharmacy, I.R.H 
University of London. - K. FLODGES. 


REFERENCES 


1 J. Pharmacol., 1937, 61, 385. 
2 Ibid., 1946, 88, 313. 


Manual Methods in General Practice 


Sir,—I like Dr. R. Barbor’s article (Journal, July 4, 
p. 18), arid I am sure that his patients are grateful too. We 
too easily forget how often mother “rubbed it and made 
it better.” Her examination was less thorough—this did not 
matter much, because her patient already had faith in her. 


Unfortunately there are many soft tissue “ lesions ” which 
more often than not fail to resolve spontaneously—for 
example, those of rheumatoid arthritis. When he turns to disk ° 
fragments that pop out and obligingly pop in again—and 
stay in—when the spine is moved this way and that, those 
of us who stand by scientific evidence and controlled experi- 
ment reluctantly draw back. When one has excluded such 
conditions as tubercle, ankylosing spondylitis, tumours, and 
recognizable trauma, there remain a number of syndromes, 
relating to the back and neck whose natural history is but 
poorly known. Here surely is a chance for general-practi- 
tioner research.—I am, etc., 


Sheffield. H. F. West. 


Sir,—Dr. R. Barbor is to be congratulated on his most 
interesting account of manipulation and accurate manual 
methods in general practice (Journal, July 4, p. 18). He does 
well to bring attention to the very real place these methods 
have in the treatment of those conditions he groups together 
as “soft-tissue lesions,” and to describe the existing diffi- 
culties in obtaining physiotherapy for those of our patients 
who require it, when they require it. 

I am surprised, however, at the high figure (17%) Dr. 
Barbor gives for the incidence of his patients requiring 
manual methods of treatment, while I feel that he has 
over-simplified the diagnosis and choice of treatment. I 
agree that manipulation may be of value in some cases of 
prolapsed intervertebral disk, but I would not dare manipu- 
late any patient’s spine withoidt first seeing radiographs in 
order to exclude a lesion other than the simple mechanical 
one in question. I have seen in the last two years a young 
man whose backache could easily have been diagnosed as a 
“minor disk lesion” and manipulated—he had a _ tuber- 
culous lesion in the first lumbar vertebra. Another patient’s 
backache was due to a secondary carcinoma, even though 
there was at that time no evidence of a primary growth 
anywhere. This patient also could easily have been mistaken 
for a case of “ lumbago.” 

In order to compare my own experience with that of Dr. 
Barbor I have checked through a survey of the patients I saw 
during the last six months of 1951 in my own practice.. Only 5% 
of the total number seen in that time were suffering from “ soft- 
tissue lesions.” The accompanying table shows their incidence 
according to sex and diagnosis. 





Diagnosis Female Total 





Joints: F 
Ankle, acute inversion strain . . 
Elbow, “‘ tennis ” ‘Ke - 
Intervertebra:—prolapsed disk 
Knee, ruptured medial meaiscus 
Sacro-iliac, acute subluxation. . 
Sterno-clavicular, subluxation 

Muscles: 
Contusion to fors-arm 
Contusion to thigh 
Contusion to chest wall 
Multiple muscular pains 
= ed ” sacro-spinalis 
Ruptured plantaris 
“St neck™ .. 

Tendons: ‘ 
Partial rupture supraspinatus. . 
a extensor indicis 
Ff 


—=—loal | 
— = 14) OO mt KD 


wom al =| 


mallet” finger) .. a 
tenosynovitis at wrist 


ot Babobe Vices 
o 


we WN weNhK ee 





Total (percentage of total 


number of patients seen). . 22 (5:4%) 35 (4-8%) 





13 (4.2%) 











‘ 


Of this small number, only five were thought to be fit for 
manipulation: three with acute “ stiff neck,’”’ one with “ tennis 
elbow,” and one with acute subluxation of the left sacro-iliac 
joint. All but one were completely relieved by one manipulation. 
The patient with the tennis elbow required one further treatment. 
Of the eight patients in whom some degree of disk prolapse was 
diagnosed, six were seen by a consultant orthopaedic surgeon. 
Two of them were so severe that they did not respond to rest or 
plaster jackets, and later required surgical treatment. At opera- 
tion both showed a condition which would have defied any 
manipulation. The others recovered with rest in bed (four) for 
periods from two to six weeks, or in plaster jackets (two). 
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During this time I saw several other patients with ‘ backache,” 
but in view of the complete absence of physical signs they were 
not treated as “ soft-tissue lesions.” A brief history-of one of 
these demonstrates the efficacy of psychotherapy. A 30-year-old 
woman had had low backache for over a year. She had attended 
two hospitals, and had been seen by orthopaedic surgeons, 
neurologists, and physical medicine experts. All types of treat- 
ment had been tried, including manipulations. She was told 
radiography showed no abnormality, but still her backache per- 
sisted. When I asked her to describe to me when and how the 
pain had started she was silent. Following much encouragement 
she *‘ confessed ” that the backache started the day after she had 
permitted her fiancé sexual intimacy. She felt she had sinned 
terribly—she ‘‘ deserved her punishment.’’ After an hour’s dis- 
cussion she said she felt better, and when seen a fortnight later 
she was able to tell me that she had been free from the backache 
for the whole time. She is still well. 

Here, then, lies the danger in physical methods of treat- 
ment. Underlying psychogenic causes may be left undis- 
covered and patients left to suffer in spite of all efforts to 
help them. Dr. Barbor is right to emphasize the importance 
of accurate diagnosis, and of the need for preliminary careful 
examination. It is left only to stress that this should be of 
the whole patient and not just the part that hurts—I am, 
etc., . 

Hampstead, N.W.3. PuiLip Hopkins. 

Sir,—Dr. R. Barbor is to be congratulated on his presen- 
tation of manipulation and accurate manual methods in 
general practice (Journal, July 4, p. 18). The attainment of 
accurate diagnosis and treatment in the all too frequent 
patient suffering from “rheumatism” or “ fibrositis” is 
highly desirable. To have one’s own St. Thomas’s trained 
physiotherapist to treat these cases must be indeed 
satisfactory. 

There are, unfortunately, many factors which preclude such 
an ideal set-up. The first is the general practitioner’s interest in 
these cases. This is of necessity the preliminary requirement, as 
everything else will follow to a degree. The second of importance 
is his ability to acquire sufficient experience in this wide field. 
The majority of us live far away from London. The need of 
learning such detailed knowledge so that it can be applied quickly 
and methodically in a busy surgery is obvious, and it can only 
be learnt from a teacher of such merit as Dr. Cyriax. Until 
it is possible for the general practitioner to acquire the necessary 
experience this rich field of manipulation and manual treatment 
will be sadly neglected. Perhaps it would not be too much to 
ask to have several two-week courses at St. Thomas’s included in 
the list of G.P. refresher courses. This seems the only satisfac- 
tory way to enable many doctors to get the experience they desire. 


I would like to associate myself with Dr. Barbor and 
add that my experience during the last four years has been 
greatly enriched by being able to give these patients a 
diagnosis, treatment, and advice which is, on the whole, not 
only accurate and lasting but also surprisingly well 
appreciated.—I am, etc., 


Ryde, I.0.W. TREVAN HAMBLY. 


Sir—Dr. R. Barbor’s article on the physiotherapy 
arrangements in his practice (Journal, July 4, p. 18) was 
most stimulating to the ideal of family practice and 
damning to the hospital clinic. The physical medicine 
arrangements in this area have the same limitations owing 
to transport difficulties and lack of supervision in hospital. 
This gap in the N.H.S. hospital facilities was pointed out to 
the regional board two years ago. The gap was filled in 
one parish by using surplus funds from the old Nursing 
Association to pay a St. Thomas’s trained physiotherapist. 
It was an entirely parochial idea. 

However, Dr. Barbor does not make it clear whether his 
firm employs the physiotherapist and charges the patient, 
or whether the patient pays her direct. I hope it is the 
former, with the executive council’s approval, as this will be 
the thin end of the inevitable wedge: the efficient N.H.S. 
practitioner providing better service for his patients than can 
the hospital, and repaying his capital outlay by charging for 
the service legally.—I am, etc., 

ROBERT HOWARD. 


Burley, Hants. 


Cerebellar Dysfunction 


Sir,—I was interested in Dr. Basil Seltzer’s medical memo- 
randum on a case of glandular fever presenting as cere- 
bellar dysfunction (Journal, July 11, p. 83). On reading 
the case report, however, I could find no evidence which 
would support a view that Dr. Seltzer’s patient did in fact 
suffer from cerebellar dysfunction. The term ataxia is not 
synonymous with cerebellar affliction and. should be speci- 
fied—for example, sensory, vestibular, or cerebellar—after 
appropriate physical signs have been elicited to establish 
the type of incoordination. 

Later in the report it is stated that there were no sensory 
disturbances in the arms and legs, followed by: “ Romberg’s 
sign was present.” This is contradictory, since Romberg’s 
sign, if any specific significance is to be attached to it at 
all, depends on dysfunction of proprioceptive sensibility. 
Hence this sign is present in sensory ataxia—for example, 
tabes dorsalis or polyneuritis—and is not a feature of the 
cerebellar type of ataxia (although here, too, as in nervous 
or intoxicated patients, the sign may be present). 

This misconception of the significance of Romberg’s sign 
and the unspecified use of the term ataxia are often encoun- 


tered, and I have recently seen an instructional medical film | 


spoiled by this blemish on the authority of its producers.—- 
I am, etc., 


Sheffield. JAMES O. NEWMAN. 


Post-inoculation Poliomyelitis 

Sir,—Dr. J. Grant (Journal, July 11, p. 66) concludes his 
article with the statement that “there was no doubt of the 
increased risk to a child of developing a paralytic attack 
of poliomyelitis as a result of intramuscular immunizing 
injections at a time when poliomyelitis was prevalent.” The 
evidence presented is that 3 out of a group of 354 recently 
inoculated children developed poliomyelitis compared with 
9 out of 2,743 uninoculated children in the same age range. 
This difference in attack rates is not statistically significant. 

Thus there does not seem to be any firm evidence here 
to show that recent inoculation has produced additional 
cases of paralysis. On the other hand, there is clear evidence 
in this and other inquiries that the distribution of paralysis 
sites among recently inoculated children differs from that 
in those not recently inoculated. Examination of the dis- 
tribution of paralysis sites for inoculated and uninoculated 
children as given by Bradford Hill and Knowelden’ sug- 
gests that at any rate the main effect of recent immunization 
is to add an additional paralysis site. 

Taking the paralysis sites for, say, 100 uninoculated 
children and adding to them the immunization sites for 100 
children (given elsewhere by Gray and Cartwright’), except 
where by chance the two sites would coincide, one arrives 
at a distribution of sites closely in agreement with the 
paralysis sites for 100 recently inoculated children. Further- 
more, the number of paralysis sites per child as calculated 
in this way shows good agreement with the number found 
in the recently inoculated children. It is perhaps worth 
noting that this hypothesis does not preclude the occurrence 
of paralysis only in the injected limb. This would occur 
by chance in a proportion of cases.—I am, etc., 

London, W.C.1. P. G. Gray. 
REFERENCES 


1 British Medical Journal, 1950, 2, 1. 
2 Monthly Bull. Minist. Hlth (Lond.), 1952, 11, 26. 


Bornholm Disease 

Sirn,—General practitioners should read the articles in the 
Journal of June 20 on Bornholm disease with great interest, 
for this illness presents a diagnostic problem which, if not 
kept in mind, could give rise to considerable difficulty and 
might lead to the uneconomical occupation of both surgical 
and medical beds. One’s main reaction to these articles is 
of gratification for the simplification of yet another symp- 
tom complex. The elucidation of the epidemiology and 
symptomatology of many virus infections has often fallen to 
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the lot of the general practitioner, for few of the sufferers 
from them reach hospital. That 4ve are now in a position 
to understand more clearly the symptomatology they present 
is due to the team work of practitioners, public health 
workers, and specialists, and of course the outstanding work 
of Dr. Pickles. 

Appreciating the symptomatology of Bornholm disease, 
influenza, benign lymphocytic meningitis, and non-paralytic polio- 
myelitis, to say nothing of the varied symptomatologies of mumps 
and other virus diseases where the organism may show a pre- 
dilection for the cerebrospinal system' and the gonads, the 
practitioner must become aware of the widespread and often 
unrecognized prevalence of virus infections in his own practice 
during the summer months. 

In a rural practice centred on a small town I find there were, 
spread over the month of June, 13 cases of probable virus 
infections. Ten of these presented with an acute febrile illness 
lasting about 48 hours, the main symptoms being severe head- 
ache, vomiting, malaise, and some abdominal pain. Eight came 
from the same small housing area and the two others from the 
same school. Only three were female, and all were under 35 
years of age. In the week when most of these patients were 
seen six cases of acute diarrhoea and vomiting occurred in the 
same housing area—+perhaps owing to a similar infection, for their 
illnesses were just as short and sharp. The only other virus 
infections seen in the practice during that period were two cases 
vf infectious hepatitis from two miles away, and, next door to 
them, a boy from the same school as the others developed acute 
vomiting, malaise, and headache. It is tempting to trace a link 
between all these cases. 

These personal experiences and those of previous summers 
suggest that virus infections are relatively common in general 
practice at this time of year and that they crop up in 
various forms. I am sure that the investigation of the 
relationships of these forms provides in the work of the 
general practitioner a subject of great interest.—I am, etc., 


Lockerbie, Dumfriesshire, JOHN WILSON. 
REFERENCE 


* Henderson, W. (1952). Lancet, 1, 386. 


Proctalgia Fugax 

Sir,—The article by Mr. M. R. Ewing on proctalgia fugax 
(Journal, May 16, p. 1083) raises several points of interest, 
and I would like to make one comment on the symp- 
tomatology and another on therapy. 

I have had diurnal and nocturnal attacks for some years, and 
the former are always the more severe. Whereas the nocturnal 
attacks never progressed beyond the pain as described, the diurnal 
attacks always went on increasing in severity for about 10 minutes 
and invariably ended in drenching perspiration, violent nausea 
or vomiting, extreme pallor, bradycardia, and, perhaps once in 
three times, syncope. The whole attack from beginning to end 
would last about half an hour. These attacks were not frequent, 
but sometimes happened during an operating session and would 
occasion considerable distress. I also suffer badly from travel 
sickness (unless I drive the car myself), and if very tired a long 
cross-country bus ride or a fast journey on winding roads down- 
hill would induce the complete vaso-vagal syndrome as described. 
I found that amphetamine taken before a journey, or even if 
only taken when the symptoms first made themselves apparent, 
would abort an attack with certainty. I then applied this same 
treatment to the attacks of proctalgia, hoping that it might relieve 
the complicating symptoms, and to my very considerable delight 
I found not only that the vaso-vagal symptoms were entirely 
controlled but the pain itself rapidly subsided. 

I had suspected that perhaps a hypoglycaemia was respon- 
sible for the attacks and that it induced both the muscle 
spasm and the vagotonic state, but I could never prove that 
this was so, and, although the treatment described by Mr. 
Ewing might at first sight suggest that hypoglycaemia was 
a factor in the aetiology of the attacks, the speed of 
recovery probably rules out the elevation of the blood sugar 
as the factor aborting an attack. This also follows, of 
course, if taking a glass of cold water is equally effective as 
food. Mere swallowing is quite definitely not enough, for 
the salivation induced when the attack has developed, and 
which occasions much swallowing, only aggravates the 
nausea. It would be interesting to hear if others also find 
relief by the taking of amphetamine.—I am, etc., 

R. ARTHUR HUGHEs. 


Shillong, Assam. 


Deceptive Acute Abdomen 


Sir,—We would like to add a few remarks in answer to 
the letters by Drs. S. A. Gueukdjian (Journal, July 4, p. 42), 
and E. Saphier (Journal, July 4, p. 46). In this hospital 
where there are both surgical and infectious diseases units 
working in close co-operation, we see many cases of acute 
appendicitis in children which have been sent in under 
other diagnoses. 

Such a case as that reported by Dr. Gueukdjian is by no 
means uncommon. Mild symptoms and minimal physical 
signs occur in children even at the age of 14, and it has 
long been known that is a waste of time trying to correlate 
them with the degree of the pathological changes. This is 
perhaps even more so in those of our cases who develop 
pain in the right iliac fossa during an attack of measles or 
chicken-pox. The differential diagnosis in these cases be- 
tween acute appendicitis and lymphatic glandular enlarge- 
ment is extremely difficult. Many examples could be 
quoted, but one that stands out particularly is a child of 
5 years who had been suffering from chicken-pox for five 
days. He developed a slight pain in his right iliac fossa 
but this did not stop him from eating, two hours before 
admission, a good meal of fish and chips. He, too, had a 
general peritonitis and a perforated gangrenous appendix. 

We are also in entire agreement with Dr. Saphier. 
Acute appendicitis may be a complication of gastro- 
enteritis (it is more often misdiagnosed as such), and pain 
in the right iliac fossa occurring in a case of “ gastro- 
enteritis” demands extra special care and caution on the 
part of the examining doctor.—We are, etc., 

A. G. ELLERKER. 


London, N.W.3. H. E. Parry. 


The Post-operative Chest 

Sir,—I think Dr. W. S. Davis (Journal, July 11; p. 97) has 
misread my letter (Journal, June 20, p. 1388). I did not 
suggest that anaesthetists could prevent post-operative 
chests. To do so would be to carry flattery beyond all 
reasonable bounds. Nor did I venture to discuss the 
aetiology of these conditions, and I am sure that Dr. Davis 
is right in everything he says about the mechanics of 
respiration. I did, however, try to emphasize that the 
immediate prognosis of the post-operative lung complica- 
tions of general surgery is excellent, and to underline the 
findings of a previous contributor, which suggested that the 
remote prognosis is equally good. In fact, it is practically 
impossible to stop them getting better. 


I hope I may be forgiven for saying that anaesthetists are apt 
to dogmatize on this subject whilst keeping at such a respectful 
distance from the wards that their patients are usually quite 
unaware of their identity. On the other hand, surgeons, 
especially the whole-time variety, often have nothing better to do 
than wander about looking at their patients, and are apt to see 
them at frequent intervals. Having done this for a number of 
years, one cannot escape the conclusion that pyrexia persisting 
for more than a few days after operation is invariably due to 
something other than an acute Iung complication. Usually it is 
found to be due to a wound infection or residual abscess, but 
in a significant number of cases x-ray examination of the chest 
discloses unsuspected tuberculosis, and one is entitled to wonder 
if tuberculosis is sometimes disseminated in the operating theatre. 
There is something incongruous in the sight of an apparently 
healthy anaesthetist covering his own face with a quite ineffective 
gauze mask while allowing a succession of patients to breathe 
in and out of a filthy rubber bag. 

I have no objection to encouraging the patients to cough, but, 
as cough is one of the symptoms of a post-operative chest, one 
is rather in the position of preaching to the converted. It is 
certainly true that coughing is painful for a few days, and equally 
true that the pain soon passes off. 

An x-ray examination of the chest soon after an abdom- 
inal operation almost invariably shows some areas of 
collapse, and I cannot share Dr. Davis’s anxiety about his 
patient who left hospital feeling perfectly well but unaware 
that part of her lung had not yet expanded fully.. I’m sure 


it has by now.—I am, etc., 
Barnet. V. J. Downie. 
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Possible Sequel of Treating Infants in the Erect Posture 


Sir,—I am interested to read Professor John Craig’s sug- 
gestion (Journal, July 11, p. 98) that the shape of the skull 
of infants who have been treated for hiatus hernia by being 
placed in the erect posture may be affected by such posi- 
tioning. I have not observed this, but it has occurred to 
me that prolonged treatment in the erect, posture may lead 
to some disturbance of the normal growth of the pelvis. 
The plaster chair designed by Dr. Hill and described by her 
in the Lancet (1953, 2, 71), in so far as it leads to imme- 
diate control of the vomiting, is of great value. But in its 
construction there is no device whereby the weight of the 
infant’s body is kept off the soft bones of the pelvis. Are 
we encouraging the development of further problems for 
the next generation of obstetricians 7?—I am, etc., 


Birmingham. FRANCES BRAID. 


Time of Eruption of Permanent Teeth in British 
Children 

Sir,—The opening statement in the article by Drs. E. M. B. 
Clements and E. Davies-Thomas and Miss K. G. Pickett 
(Journal, June 27, p. 1421), that the most- recent study on 
this subject was in 1925,’ in my opinion appears not quite 
correct. In 1951 an original communication appeared in 
the British Dental Journal, on “Time of Eruption of 
Permanent Teeth and Shedding of Deciduous Teeth,” by 
Stones et al. The children examined were from the 
National Children’s Home, Frodsham, near Liverpool. 
Although British nationality was not specifically stated, there 
was nothing in this paper to suggest otherwise.—I am, etc., 


Essen Kray, B.A.O.R.4. A. SANDER. 


REFERENCES 
! Ainsworth, N. J. (1925). Spec. Rep. Ser. med. Res. Coun., Lond., 
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2 Brit. dent. J., 1951, 9@, 1. 


Controlled Respiration and Apnoea in Anaesthesia 


Sir,—In reply to Dr. Gordon M. Wyant’s letter (Journal, 
June 13, p. 1334), in which he says apnoea is an unphysio- 
logical state, the answer is, surely, that anaesthesia itself is 
“unphysiological.” Apnoea, with adequate manual venti- 
lation, gives a more desirable physiological state than that 
following half-way measures of relaxation induced by either 
the muscle relaxants or general anaesthesia alone. Any 
degree of relaxation produced by an agent such as succinyl- 
choline must result in a concomitant decrease of respiratory 
movement, reduced tidal volume, and the tendency to carbon 
dioxide retention. 

A continuous intravenous infusion of a dilute solution 
of succinylcholine to give relaxation for tracheal intuba- 
tion, as advocated by Dr. Wyant, seems both time-consum- 
ing and unnecessary. Does it really matter that a patient 
is given 40 mg. rather than 20 mg. of succinylcholine to 
achieve relaxation, when the higher dose in the more sensi- 
tive patient produces no untoward effects ? Need one worry 
if the period of apnoea following a single injection of 
succinylcholine is 30 seconds, or 5 minutes, or even 10 
minutes ? I believe it is better to achieVe complete relaxa- 
tion knowing that passive inflation will be required than to 
risk “ bucking” and possible trauma with intubation as 
well as having to assess whether assisted respiration is 
required. 

Finally, in reference to Dr. Wyant’s point of semantics, 
the definition of “controlled respiration” given by him 
(“‘ that state wherein spontaneous respiration has been abol- 
ished by means of hyperventilation ...and a varying 
degree of central respiratory depression, but in which spon- 
taneous respiration will resume soon after manual ventila- 
tion has been discontinued”) was made before the advent 
of muscle relaxants. However, when a patient is rendered 
apnoeic by one of these relaxant drugs and the anaesthetist 
takes over ventilation, he is said by Dr. Wyant to be institu- 
ting “artificial respiration” but not “controlled respira- 


tion.” The term “artificial” can be applied to both 
situations. Similarly, since the expression “controlled 
respiration” as generaly used covers all techniques by 
which the anaesthetist can control at will the patient’s tidal 
volume and respiratory pattern, a student of semrasiology 
might well accept this broader meaning of the term which 
has arisen to include more recent developments. Whether 
or not the anaesthetist shows a singular lack of control by 
being left to “hold the bag” at the end should not affect 
the definition.—I am, etc., 


London, S.W.3. TREVOR T. CURRIE. 


Sir,—Please allow me to preface my remarks by saying 
that I am well aware of the benefits to the patient that may 
result from controlled apnoea in anaesthesia in certain cases, 
and that I fully appreciate the debt owed by all anaesthetists 
to the Liverpool school. Nevertheless, the letter from Drs. G. 
Jackson Rees and T. Cecil Gray (Journal, July 11, p. 97) 
must compel a few critical observations, and I hope your 
correspondents will accept these as an old-fashioned but 
well-intentioned dose of sweet vitriol. 

Dr. Gordon M. Wynant (Journal, June 13, p. 1334) and 
Professor E. A. Pask (Journal, May 9, p. 1048) are taken 
to task for suggesting, in their reactionary ignorance, that 
apnoea in anaesthesia may not always be beneficial to the 
patient, and Dr. Wynant is said to have used the term 
“unphysiological” loosely. It is only reasonable and 
humanitarian, I think, to state that patients requiring anaes- 
thesia for a wide variety of pathological conditions may 
not invariably be ideal subjects for revolutionary technical 
exercises, physiological or otherwise. 

I doubt if I agn being unjust to Drs. Jackson Rees and 
Cecil Gray when I quote in its entirety point (2) in the last 
paragraph of their letter: ““ Many in the vanguard of modern 
anaesthetic progress still maintain a regard amounting 
almost to superstition . . . for the authority of the ‘ old- 
fashioned” anaesthetist. We are not, however, prepared 
to believe that the virtue of being old-fashioned gives any 
doctrinal authority in respect to the matters under discus- 
sion.” “The vanguard of modern anaesthetic progress” 
is a good phrase unless one reads the word “ anaesthetic” 
in its meaning of “unfeeling.” Still, a position of self- 
acknowledged leadership must be very reassuring. I wonder 
how many protagonists of the wholesale use of hypotension 
in anaesthesia not so long ago wrote letters and papers in 
an equally hubristic and dogmatic mood, and how many 
of that .advance party are now fighting rearguard actions— 
with their own consciences.—I am, etc., 


Chesterfield. ANDREW G. HEGARTY. 


Medical Semantics 


Sir,—The article by Dr. Ffrangcon Roberts on medical 
semantics (Journal, June 27, p. 1444) must have been read 
with much interest, not only by members of the medical 
profession but also by many non-medical men who, like 
myself, have to read widely in the medical literature. He 
has compressed much information into a short space, but 
there are one or two points which call for comment. 

Dr. Roberts asserts that mater is derived from the Arabic 
word for mother. I am informed that the word for mother 
in Arabic, at least as spoken at the present day in Egypt, 
is umm. Even if a different word is used in other dialects, 
or was used in the Arabic of the Middle Ages, mater is 
undoubtedly the Latin word for mother (from the Greek 
unre) and it would be interesting to know on what evidence 
Dr. Roberts dismisses this derivation. Neither the Concise 
Oxford Dictionary, nor the American Illustrated Medical 
Dictionary (Dorland), nor Stedman’s Medical Dictionary 
gives any support for this. All these works of reference like- 
wise derive basilic and cephalic (as applied to the veins of the 
arm) from the Greek. Basilic is also used in the sense of 
chief or important in other connexions. Dr. Roberts’s sug- 
gestions are ingenious, but more definite evidence would be 
needed before accepting them. 
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Dr. Roberts also makes the curious statement that the 

Germans lived too far north to be in the stream of classical 
culture. A glance at the map will show that a large part 
of Germany lies farther south than the British Isles, but 
perhaps he meant to write “too far east.” In any case, 
Latin has been widely studied in Germany for centuries 
and French was once the language of the courts. At the 
present day, most German doctors have a more thorough 
knowledge of Latin than their English colleagues, and, 
whereas in English medical writings the Latin terms are 
often anglicized, in German the original Latin is usually 
employed. 
’ Ineorder to illustrate the clumsiness of the German voca- 
bulary it is scarcely fair to compare Zwélffingerdarm- 
geschwiir and Wurmfortsatzentziindung with duodenal ulcer 
and appendicitis. It would be correct to compare Zwé6/ffin- 
gerdarm and Wurmfortsatz with duodenum and appendix ; 
but when compared in this way the difference in length is 
no longer very great. The fact that in German two words 
forming a single idea are joined together to form one word 
has nothing to do with the afgument. Incidentally, Enr- 
ziindung is the normal word for inflammation, so why trans- 
late it as burning, whatever its derivation ? 

The fact of the matter is that for most parts of the body, 
both in German and in English, the common names, usually 
of Teutonic origin, exist side by side with the medical names 
derived from Latin or Greek. It so happens that English 
has no words of Teutonic origin corresponding to duodenum 
and appendix, whereas German has (though Wurmfortsatz 
is not in popular use, appendicitis being colloquially but 
incorrectly referred to as Blindgarmentziindung). The Ger- 
man words for most parts of the body are no longer than, if 
as long as, their English equivalents—for example, Kopf, 
head ; Magen, stomach ; Darm, intestine (gut); Niere, kid- 
ney; Auge, eye; Bein, leg; to say nothing of the many 
words which are almost identical. Even when we come to 
the more medical terms, Blutbildung is not as clumsy as 
haematopoiesis (now shortened to haemopoiesis), Schnecke 
is just as simple as cochlea, and Erreger is far more con- 
venient than offending organism. 

I am not making a plea for the use of more German 
terms in medicine, and I have no doubt Dr. Roberts could 
produce a further list of comparisons to counter mine (so 
could J). My point is that the scarcity of German medical 
terms in English has nothing to do with their clumsiness or 
otherwise, and I think it a pity Dr. Roberts dragged this red 
herring into his instructive article. 

In conclusion, may I support Dr. Roberts in his -sugges- 
tion that the ligatures 2 and ce should be abolished? As 
he says, we have already dispensed with them in many 
words in everyday speech. Some medical journals have 
made a start by writing etiology instead of aetiology, and 
pediatrics is becoming increasingly common ; so why cannot 
we have anemia, hemoglobin, fetus, and celiac? Perhaps, 
Sir, you would give us a:lead.—I am, etc., 


Arlesheim, Switzerland. A. M. WooLman. 


Iron Therapy 


Sir,—May I please make the following comments on the 
article of Dr. D. Haler (Journal, December 6, 1952, p. 
1241)? 


The opinions given so far about the utilization of various 
iron salts have to be regarded with caution, because all 
investigators did not consider two important facts : (1) The 
age of the investigated persons. Rechenberger’ proved that 
the absorption of iron strongly diminishes with increasing 
age. In fact, it practically stops above the age of 50. But 
neither Dr. Haler nor Gram and Leverton’ consider the age 
of their patients. Dr. Haler says that “ the cases were selected 
at random,” and the latter investigate 83 women between 
the ages of 18 and 42. (2) The influence of the different 
meals taken with the iron. L. M. Sharpe et al.’ showed 
that the absorption of iron is 30% less when given with 


milk than it is when given with a sip of water, 65% less 
if given with oats in milk, and 85% less when it is taken with 
a regular breakfast. Besides the phytic acid which is to be 
found in a remarkable quantity in wholemeal bread, oats, 
maize, and nuts,‘ other chemical and physical influences, 
among them the size of the meal, are responsible for 
reduced absorption of iron. Unfortunately, these facts also 
have not been considered so far by the investigators.—I 
am, etc., 
Curt H. SCHWIETZER. 

REFERENCES 
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Claims for Negligence 


Sir,—I would like to reply to the letter from Dr. W. E. 
Hick (Journal, July 4, p. 44). The application of the doc- 
trine of res ipsa loquitur is very difficult to follow, and even 
if it is applied in accordance with the definition contained 
in the first paragraph of your legal correspondent’s article 
(Journal, June 20, p. 1398) or any other definition, the 
persons to be satisfied are the jury, the “reasonable lay- 
men” referred to by the various Lords Justices. The lead- 
ing case on res ipsa loquitur is that of a barrel rolling out 
of an open doorway on the upper floor of a warehouse 
and falling on the head of a passer-by in the street below. 
I am sure that any jury would be convinced that such an 
accident would not have happened if proper care had been 
taken. 

It is difficult, on the other hand, with all respect to the 
Court of Appeal in the Cassidy case, to see how a jury 
could reach a similar decision regarding the after- 
effects of an operation for Dupuytren’s contracture (which 
Mr. Cassidy had undergone) without possessing the appro- 
priate special knowledge.—I am, etc., 


NIGEL RYLAND, 
Legal Adviser, 


Liverpool. Liverpool Regional Hospital Board. 


Ekcctroconvulsive Therapy 


Sir,—It is sometimes difficult to tell whether or not a 
stimulus of convulsive strength has been given after a 
relaxant has been injected. Drs. E. Thomas and B. F. 
Honan (Journal, July 11, p. 97) use the immediate con- 
traction of the -pupil as a sign that a subconvulsive dose 
has been given. They do not state which apparatus they 
use for the stimulus. With the Ediswan machine an imme- 
diate contraction of the pupil occurs both with adequate 
and with subconvulsive doses. This is in all cases followed 
by a dilatation lasting a second or so. The pupil then begins 
to contract and dilate rhythmically, with an accompanying 
suffusion of the conjunctivae. 

In an article in the Journal of January 24 (p. 195) 
Dr. Max Hamilton and I suggested that this oscillation of 
the pupil was a sign that a “fit” had taken place. It now 
seems that this occurs with smaller stimuli as well. The 
method which we then described, that of blocking one limb 
from the effects of the relaxant and observing the convul- 
sion therein, is very reliable and can be used with safety 
as a routine if it is desirable to control the stimulus 
accurately.—I am, etc., . 

Epsom. Davip J. ADDERLEY. 


Reaction to Blood Transfusion 


Sir,—May I add to the literature another case of alarm- 
ing reactions to the transfusion of blood in the absence of 
any demonstrable incompatibility ? 

A patient was referred to me by his own doctor for the surgi- 
cal treatment of a long-standing “ bleeding” duodenal ulcer. 
The patient looked anaemic. The haemoglobin content was 62%. 
The blood group was B, Rh negative. Rh-negative blood was 
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cross-matched for the patient. One pint (568 ml.) of blood was 
administered during an operation for partial gastrectomy. As the 
ulcer was adherent to the pancreas the operation was unusually 
long owing to the difficulty of getting below the ulcer before 
transecting the duodenum. It was considered, therefore, advis- 
able to give a second pint (568 ml.) of blood post-operatively. 
When the bottle containing the blood was practically empty, the 
patient collapsed. He was covered with sweat and his pulse was 
almost imperceptible. He complained of a pain in his back but 
there was no blood in the urine. Dextran was substituted for 
blood. The following morning he was jaundiced, although the 
stools retained their normal colour. He had double vision, was 
completely unconscious of his surroundings, and was very restless. 
His physical condition, however, was much better. Dextran 
was continued for another 12 hours. After that the patient was 
able to take water and glucose drinks by mouth. He remained 
disorientated and restless for several days. His jaundice has 
now completely disappeared and his mental condition and vision 
are restored to normal. 


Two points are well worth noting—the recovery of the 
patient in spite of the large amount of blood administered, 
and the presence of cerebral phenomena, which were absent 
in the cases quoted by previous correspondents on this 
tremendously important subject.—I am, etc., 


Kildare. D. J. CANNON. 


Frame for Standard Blood Bottle 


Sir,—The accompanying photographs show a wire frame 
made to my design by my technician, Mr. R. T. Miller, to 
accommodate the 





‘ ~— | standard bottle of 
at blood. 

: The _ ordinary 
loop which clips 
on to the bottom 
of the bottle is 
seldom sent to the 
operating theatre, 
and the clips kept 
in the theatre break 
very quickly where 
they are bent over. 
The frame _ illus- 
trated is made of 
; brass wire, which 
ti has some spring in 
it, and the bottle 
simply needs push- 
ing into this frame, 
° which can be hung 
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on to the drip 

stand. It can easily be made by the technician on the spot 

at the cost of a shilling or two, and should save the trans- 

fusion service a considerable amount of money in clips. 
The photographs were taken by Mr. E. J. Pamely, the 

hospital photographer.—I am, etc., 
Northampton. 


F. F. Wappy. 


Eosinophil Content of Spleen in Addison’s Disease 


Sir,—The role of the spleen in the removal of eosinophils 
from the blood stream is being investigated in this labora- 
tory, and I would like to know more about the content of 
eosinophils in the spleens of patients who died from Addi- 
son’s disease of the adrenals. 

As such necropsy material is becoming uncommon, I 
would appeal to my fellow pathologists who possess tissues 
from cases of Addison’s disease to send me a small piece 
of spleen in fixative. Relevant details would be appreciated, 
including the age and sex of the patient, interval between 
death and necropsy, cause and duration of the disease, and 
whether or not the patient had been treated with cortisone 
or deoxycortone.—I am, etc., 


Birmingham Accident Hospital, 
Bath Row. Birmingham, 15. S. SEvITT. 


The Role of the Pathologist 


Sir,—We feel the time has come to make a further protest 
at the new role the pathologists appear to have assumed— 
that of self-appointed judges and jury of their clinical 
colleagues. Rarely does a day pass by without a report 
appearing in the national press of yet another pathologist’s 


criticism of the management of a case which he himself has ° 


only seen at necropsy. 

Are we to assume that the pathologist is not only an 
expert in his own sphere, but also an infallible clinician as 
well? Without even seeing or examining the patient during 
life he is able to prescribe treatment for cases which, in 
his considered opinion, have been mismanaged by able 
physicians and surgeons, 

We submit, Sir, that pathologists should be confined to a 
statement of facts and, at the most, an expression of opinion 
as to the cause of death.—I am, etc., 

M. GOLDMAN. 


Southport. D. H. MILLER. 


Treatment of Accidental Poisoning 


Sir,—With regard to Professor John Glaister’s article in 
the Refresher Course series, on the treatment of accidental 
poisoning (Journal, May 30, p. 1214), I am_ surprised 
that no mention is made of the use of intravenous picro- 
toxin in the treatment of barbiturate poisoning. I have 
found that with an adequate dose of the 0.3% solution 
given in divided doses of about 5 ml. up to 20 or 30 ml. 
a comatose patient can become restless and sufficiently con- 
scious to be made to vomit without risk, and subsequently 
to take a good dose of Epsom salts without risk or com- 
plaint. This avoids the sometimes difficult task of gastric 
lavage and possibly the necessity for hospital treatment.— 
I am, etc., 


Brighton. R. S. SAXTON. 


POINTS FROM LETTERS 


Cartridge Syringes 

Dr. GeorGe Mocey (Leeds) writes: With reference to the 
question and answer on the above subject (‘‘ Any Questions ? ”’ 
Journal, June 27, p. 1459)... these syringes have one great 
advantage which, perhaps because it is so obvious, I have not 
seen mentioned. It is the simplification of aseptic precautions. 
The only parts which need to be sterilized by the doctor are the 
cartridge diaphragm, the needle mount with its prong for piercing 
this diaphragm, and the needle. The producers say they are 
considering the issue of a sterile container for about half a 
dozen needles and mounts: sterilization by boiling could be 
achieved in the surgery before the round and the needles carried 
in safety until required. Until the present such equipment has 
been a luxury, but if, as is claimed, the cartridge costs no more 
than conventional single-dose ampoules, it is likely to become 
popular. If the demand becomes great one can expect more 
and more manufacturers to compete in the sale of both the glass 
cartridges and the metal holders. Before this happens, may I 
plead for uniformity in the size of the glass ampoules, so that 
any cartridge may be used in any holder? The 2-ml. ampoule, 
already well established in dental practice and for which a 
number of holders are available, would appear to be the most 
suitable. Diameter of the cartridge is, however, of greater im- 
portance than length or volume from the point of view of 
standardization. 


Peptic Ulcer in Women 


Mr. P. A. Lane Roserts (London, S.W.15) writes: Dr. T. 
Csato (Journal, July 11, p. 95) contends that the absence or 
disappearance of peptic ulcer symptoms during pregnancy is the 
most impressively unequivocal coefficient in the natural history 
of the condition. One swallow does not make a summer, but 
at least Dr. Thomas Hodgkin would have had reason to dispute 
this statement. In his Lectures on the Morbid Anatomy of the 
Serous and Mucous Membranes (1840, Vol. 2, p. 371, London) 
he described the appearances of a typical lesion, and then cited 
only one case, which he evidently considered representative : 
“One well-marked case of ulceration occurred in a young woman 
whose vomiting commenced on her becoming pregnant and con- 
tinued uncontrolled till about the fourth month, when she died.” 
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Obituary 


W. FRANCIS ELLIS, C.M.G., O.B.E., M.R.CS. 


An interesting career, which could be divided roughly 
into two parts, ended on July 11 with the death at 
Tangier of Lieutenant-Colonel W. Francis Ellis at the 
age of 75. William Francis Ellis was born in 1878, the 
fourth son of the late W. H. Ellis, J.P., of Shipley Hall, 
’ Yorkshire, and was educated at Bradford Grammar 
School and at the London Hospital, qualifying M.R.C.S., 
L.R.C.P. in 1901. In the following year he entered the 
R.A.M.C. and immediately saw service in South Africa, 
gaining the Queen’s medal with five clasps. 

When war broke out again in 1914 Ellis served succes- 
sively in France, the Dardanelles, and in Palestine, and 
was four times mentioned in dispatches. In addition he 
qualified for two campaign medals as well as the 1914 
Star. He was appointed O.B.E. in 1919, when he held 
the rank of major (acting lieutenant-colonel), and later 

. in the same year he received the brevet of lieutenant- 
colonel, with which rank he retired from the R.A.M.C. 
in 1924. During most of the 22 years he was in the 
Army Colonel Ellis worked as a surgical and ophthalmic 
specialist. 

On retiring from the Service he settled in Tangier, and 
there he turned to journalism and politics. For many 
years he was The Times correspondent for the territory, 
and he did much good work as a member of the Tangier 
Port Commission, and as British vice-president of the 
International Legislative Assembly from 1925 to 1940 
and again from 1945. During the whole of the last war 
he was press attaché to the British Consulate General, 
in which capacity his experience as a journalist proved 
of great value. His services were officially recognized by 
his appointment as C.M.G. in the 1945 New Year 
Honours List. Colonel Ellis married three times. He is 
survived by his widow, a son, and a daughter. 








ROBERT GEORGE HOGARTH, C.B.E., F.R.C:S. 


We are indebted to Dr. J. Wikre Scorr for the following 
appreciation of the late Mr. R. G. Hogarth, whose obituary 
notice was printed in the Journal of July 4 (p. 47): 


Mr. R. G. Hogarth at the time of his death was the doyen 
of the medical profession in Nottingham. The subject of 
his presidential address to the Nottingham Medical Society 
over 30 years ago was “ Notable Doctors of Nottingham- 
shire.” Many famous names were included; in any such 
roll in the future his own will assuredly be given high 
place. 

His career in Nottinghamshire was an outstanding one, 
and of no one could it be more truly said that he had the 
ball at his feet from the start. He was accustomed to say 
that he owed his appointments as house-physician and house- 
surgeon at St. Bartholomew’s to his prowess for the hospital 
at football, cricket, and athletics. Probably there were more 
weighty reasons and it may just have been his way of speak- 
ing, for Hogarth was ever aware that bare facts were made 
more piquant by the addition of a little flavour. He certainly 
had a brilliant record as an athlete. In his last year at 
Felstead he won the 100 and 220 yards, the quarter mile, 
and the long and high jumps; at Bart’s he was captain of 
the cricket and football teams and also of United Hospitals ; 
and he played for various first-class football clubs. The 
trophy ‘he prized most was the medal awarded him for the 
open amateur long jump in 1890. During a boyhood spent 
in the Border country he acquired proficiency in fishing and 
shooting, and he retained a love of. these throughout his life. 


Despite his love of and skill at sports Hogarth was never 
deflected from his ambition to attain success in life and in 
surgery in particular. Indeed, his proficiency on the field 
of sport helped him on his way, bringing him hosts of friends 
and even to some extent shaping his future. His appoint- 
ments as surgeon to the Notts Forest and Notts County 
football clubs led him to take an increasing interest in the 
treatment of injuries, fractures, and joint affections, and his 
services were often required for accidents in the hunting 
field. He was largely concerned with the inauguration of 
the Cripples’ Guild, from which emerged the now well- 
known Harlow Wood Orthopaedic Hospital. He did, in 
fact, develop as a long suit in a general surgical practice 
what is now known as traumatic surgery. 

Success came to him quickly. His reputation as a skilful 
operator and as one having cautious and careful judgment 
spread, and before long he had a magnificent surgical prac- 
tice. In his presidential address to the B.M.A. in 1926 on 
“The Medical Practitioner and the Public” he showed re- 
markable foresight of the shape of things to come. He 
took the opportunity to advocate such measures as the 
provision of wards for paying patients and the extension 
of contributory schemes to meet the rising costs of hospitals 
and so possibly enable them to be preserved on a volun- 
tary basis. It was only after the lapse of some years and 
in face of opposition that these projects were achieved in 
the county. He had the rare honour for a provincial sur- 
geon not attached to a teaching hospital of being elected 
to the Council of the Royal College of Surgeons of England. 
Other distinctions came his way, and he was frankly appre- 
ciative of them. In his book of reminiscences, written in 
unpretentious vein, he looks back upon a life of very varied 
interests, and pays tribute to many who were his friends 
and helped him on his way. It seems strange that one of 
his greatest friends, from whom he derived much inspiration, 
Victor Bonney, should have died within a few days of 
him. 

Hogarth—Bob to his friends—was a very human, genial 
person, with much charm of manner. There was nothing 
in the least degree thrustful in his demeanour—in conversa- 
tion he was depreciatory of himself—and yet he was usually 
the centre of attention in any gathering, even in the presence 
of more celebrated people. He appeared frequently in the 
law courts, where he was much in demand in cases arising 
under the Workmen’s Compensation Acts, and was a very 
able and wily witness. He had a disarming way of belittling 
his own knowledge and seeming to agree with the opposition 
—except, perhaps, over just one point, which was often a 
crucial one. He had always been rather occupied with his 
health, and for years before this really did decline he was a 
confirmed and self-confessed valetudinarian, but, as his 
complaints were interspersed with his natural drolleries, 
he was never a bore. His final illness was a protracted and 
a trying one. He was bed-ridden for over 18 months, and 
it was a relief when the release, for which he longed, came 
quickly and peacefully at the end. 





Medical Notes in Parliament 








Treatment of Rheumatism 


Mr. J. SNow on July 16 inquired whether the Minister 
of Health had considered the publication entitled “ Rheu- 
matic Complaints in an Urban Population ” (Kellgren, J. H., 
et al., Ann. rheum. Dis, 1953, 12, 5; and see leading article 
at p. 194 of this Journal), and whether, in view of this 
evidence of lack of treatment facilities and public know- 
ledge of possibilities of cure in certain categories, he would 
have a survey made in small industrial towns. 

Mr. IAIN MACLEOD said he was aware of this report, which 
provided evidence of reluctance to seek medical advice for 
rheumatic complaints rather than of lack of facilities. 
Although this exploratory work was of great interest it did 
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not yet warrant a great dispersion of effort from other 
research on rheumatic diseases into widespread inquiries of 
the kind suggested. 

Mr. SNow suggested that the Minister should consider the 
fact that the rheumatologist was not considered of consulta- 
tive status by the Ministry of Health. He Said physiotherapy 
departments were congested by cases referred to them by 
orthopaedic surgeons who had no specialist knowledge of 
the direct applications recommended by rheumatologists. 
Mr. MACLEop replied that he recently received a deputation 
on consultant rheumatology and thought the Ministry had 
to some extent satisfied it. 

Colonel M. Stoppart-Scotr asked whether Mr. Macleod 
knew that some regional hospital boards had no specialist 
facilities for treatment of rheumatism. Would the Minister 
ensure that throughout the country there were facilities 
whereby rheumatism could be diagnosed and given 
appropriate treatment ? Mr. MACLEOD said he would like 
to look into that. 


National Service Medical Boards 


Colonel M. Lipton asked the Minister of Labour on 
July 16 how doctors were selected for the medical exami- 
nation of National Service recruits; what fees were pay- 
able ; and what age limit was imposed on the doctors so 
selected. 

Sir WALTER MONCKTON in reply said vacancies on the 
panels of the National Service Medical Boards were filled 
on the recommendation of a regional medical officer of the 
Ministry of Health after consultatidn with the local medi- 
cal committee appointed under the National Health Acts. 
No precise qualifications were laid down, but a minimum 
of 10 years’ professional experience was expected. The 
majority of practitioners appointed in recent years had had 
Service experience. Members of Nativnal Service Medical 
Boards were paid £2 12s, 6d. per session, normally of two 
and a half hours, with an additional half-guinea for the 
chairman. No age limit was imposed provided the doctor 
was fully fit and efficient, but, in general, a doctor over 65 
years of age would not be nominated for appointment. 

Sir WALTER MONCKTON on July 16 told Mr. Gower that 
he was examining closely the working of the National Ser- 
vice Medical Boards with a view to ensuring that the num- 
ber of cases where men were not graded correctly accord- 
ing to the standards laid down—which he believed to be 
proportionately very few—was kept to a minimum. Medi- 
cal boards were already required to go very fully into the 
personal and family medical histories of every man and to 
obtain reports from his medical practitioner or from any 
hospital by which he had been treated in any case where 
this appeared likely to help to resolve a doubt as to his 
fitness. Instructions had been given, and recently repeated, 
that in cases where there was doubt inquiries ought to be 


- made either of the hospital or of the medical practitioner 


concerned. If the medical practitioner sent a certificate 
with the man it was attached to the medical report. Hos- 
pitals and consultants were consulted in one in every seven 
cases. 

Prescription Charge 

On July 16 Mr. A. BLENKINSoP asked whether the Minister 
of Health would abolish the 1s. prescription charge in view 
of the recommendation of the British Medical Association 
Annual Meeting. 

Mr. IAIN MACLEOD answered: No, Sir. He said he had 
studied what had been said at the British Medical Associa- 
tion and also at the Trade Union Congress, but it had not 
altered his view that no change should be made at present. 


Onchocerciasis in Africa 


Mr. LesLic HALE asked on July 15 what progress had 
been made with the survey of the incidence of oncho- 
cerciasis in the Gold Coast, Cameroons, and Nigeria 
entrusted to the British Empire Society for the Blind. 

Mr. OLIVER LYTTELTON said the main survey began in 
the Gold Coast last November. It was hoped to extend it 


to Nigeria and the Cameroons early next year. The cost 
was being borne by the British Empire Society for the Blind, 
but the local Governments provided medical facilities and 
accommodation. Although the scheme had proved a heavy 
drain on the Society’s finances, it hoped to be able to com- 
plete the survey within the allotted time. 


Influenza Trials 


Mr. MACLEOD in answer on July 16 to Mr. N. N. Dopps 
said the results of the trial of a new influenza vaccine carried 
out last winter had been given preliminary study by a com- 
mittee of the Medical Research Council. Over 12,000 indi- 
viduals took part in the trial. Influenza was diagnosed in 
3% of the group given the new vaccine and in 4.9% of the 
group given an older type of vaccine. 6,340 volunteers 
received the new trial vaccine of the virus A type, and 192 
had influenza. 6,370 received an older type, and 309 had 
influenza. These results were considered to be sufficiently 
encouraging to justify further research on the vaccine with 
a view to improving it. 


Casualties in Korea 


United Kingdom casualties in Korea up to the end of 
May, 1953, were 4,222 officers and men, of whom 702 were 
killed or died of wounds. 


Hospital Doctors’ Remuneration 


Mr. GILBERT LONGDEN asked on July 9 what was delay- 
ing the review of the remuneration of hospital medical 
staffs. 

Mr. IAIN MACLEOD answered that the matter was before 
the Medical Whitley Council. It raised difficult issues, but 
he was sure a decision would not be unnecessarily delayed. 

Replying on July 8 to an inquiry by Mr. KENNETH 
ROBINSON concerning hospital consultants, Mr. MACLEOD 
circulated the following table: 
































At December 31, 1951 At December 31, 1952 
Regional Total Total : 
Hospital No. in | Whole- | Part- No. in | Whole- | Part- 
Board Contract time time | Contract time time 
with the * if with the s T 
Board Board 
(1) (2) (3) (4) (5S) (6) (7) 
Newcastle 322 139 183 358 110 248 
311 65 246 313 81 232 
Sheffield 351 81 279 369 92 277 
East Anglia 177 43 134 181 46 135 
N.W. Met 693 195 498 713 508 
N.E. Met 499 117 382 522 121 401 
S.E. Met 519 130 389 570 136 434 
S.W. Met 743 188 555 771 210 561 
Oxford 178 34 144 189 38 151 
South Western| 321 68 253 326 68 258 
Wales Pa 260 86 174 290 102 188 
Birmingham 431 160 271 481 181 300 
Manchester. . 345 80 265 371 95 276 
Liverpool .. 246 48 198 277 50 227. 
Notes: * The figures in columns (3) and (6) re; t in terms of whole-time 


equivalents the amount of service given to each d by consultants who are 
whole-time in the National Health Service. Some whole-time consultants 
give part of their service to a second regional board, or a board of governors. 

t The figures in columns (4) and (7) are the difference between columns (2) 
and (3) and columns (5) and (6) respectively and they may not, therefore, 
correspond exactly with the numbers of individuals. 


SCOTTISH HOSPITAL ENDOWMENTS 


Commander T. D. GALBRAITH on July 13 moved that the 
Hospital Endowments (Scotland) Bill be read a third time. 
He said that the Hospital Endowments Commission, set up 
under the National Health Service (Scotland) Act, 1947, 
to inquire into existing endowments and to prepare schemes 
for their reallocation if necessary, had concluded that the 
income from the endowments was greater than could use- 
fully be employed in providing additional amenities for 
Scottish hospitals. The Bill gave effect to the Commission’s 
recommendation that some of this income should be made 
available for medical research. It provided for the setting 
up by the Secretary of State for Scotland of a Scottish Hos- 
pital Endowments Research Trust, and it would empower the 
Hospital Endowments Commission to transfer endowments 
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to that Trust. The Commission intended to transfer a pro- 
portion of the £13m. endowments with which it was con- 
cerned from the boards of management to the research trust. 
An amendment had limited the transfer of endowments to 
such an amount as produced in the year ended March 31, 
1952, an income of £120,000. By giving this Bill a third 
reading the House would make it possible to establish in 
Scotland a valuable future medical research fund. 

Mr. A. Woopsurn said there was no disagreement about 
the Bill in any part of the House. It sprang from a debate 
in the Scottish Grand Committee in 1948 which had dis- 
‘ closed that Scotland showed an increased incidence of 
tuberculosis, which in 1949 was found to be confined to 
young women and men over 53. It was necessary to investi- 
gate the problem further than could be done by collection 
of statistics. Consultations followed with the Medical Re- 
search Council with a view to having the Scientific Advisory 
Committee of the Secretary of State merged with the body 
which would undertake guidance of research in Scotland. 
The work of the Medical Research Council would not be 
interfered with, and it would be represented on the Scottish 
research body. Research should be an essential part of the 
training of students. The new body would have the oppor- 
tunity of finding the people who were capable of research 
and giving them tasks to undertake. 

Mr. JAMES MCcINNES said he was glad the Secretary of 
State had eliminated the fears which existed in many 
hospitals in Scotland about the administration of these 


endowment funds. 
The Bill was then read a third time without a division. 


Universities of St. Andrews and Dundee 


Mr. JAMES STUART on July 13 moved the third reading 
of the University of St. Andrews Bill, which had already 
passed the House of Lords. An amendment proposing that 
the University should have the title of the University of 
St. Andrews and Dundee was not selected by the Speaker. 
Mr. Stuart hoped that the new organs of government in 
the University would begin to function this autumn. 

Lieutenant-Colonel WALTER ELLioT remarked that many of 
the schools which had been developed in St. Andrews were 
in future to be developed in Dundee, notably the flourishing 
school of preclinical medicine. 

Mr. HENDERSON STEWART said a new Dundee college was 
to be established, including not only the University College 
and the School of Economics, but also the advanced medical 
and dental schools. 

The Bill was then read a third time. 


INDUSTRIAL INJURIES BENEFIT 


The report stage of National Insurance (Industrial Injuries) 
(No. 2) Bill was taken in the House of Commons on July 13. 
Mr. JoHN McKay moved to amend the section of the prin- 
cipal Act dealing with benefits for widows, in order to place 
the industrial widow in the same position as the widow 


who drew benefit under the National Insurance Act. In 


ordinary industrial occupations there were nearly 2,000 fatal 
casualties every year. Dr. H. MorGan seconded the 
amendment. 

Mr. OSBERT PEAKE said the amendment was acceptable 
to the Government. It brought the two Acts into line and 
ensured that the widow under the Industrial Ihjuries Act 
got the higher rate of widows’ pension if she was over 40 
when she ceased to be entitled to the widowed mother’s 
allowance. The House agreed the amendment, 

Mr. R. H. Turton then moved that the Bill be read a 
third time. He said that by relaxation of conditions 8,000 
claimants a year could qualify for disablement benefit, and 
perhaps 2,000 would qualify for special hardship allowance. 
The Government hoped the Bill would receive the Royal 
Assent before the recess and that. the appointed day would 
be towards the end of August. Changes then would include 
provision of modified hospital treatment for men whose 
assessment was below 20% and who had a disablement 


gratuity. 


Dr. BARNET STROSS was glad that men who had been 
recently rejected because they only had a small loss of 
faculty could now have their cases reopened. 

Mr. Tom Brown, speaking on the appointment of medical 
boards, said that many medical men and women who sat 
on these boards, particularly in the mining areas, had no 
knowledge of working conditions. It was essential that 
these boards should consist of persons who knew something 
of the conditions under which men and women sustained 
accidents. 

The Bill was then read a third time. 


M.O.s at Singapore.—There are 344 medical officers on the 
establishment in the Federation of Singapore. Seven of them are 
over 55 years of age. In addition 58 medical officers are em- 
ployed on a month-to-month contract. There are 104 vacancies. 

Cost of Ambulances—The ambulance service, which cost 
£4,114,000 in 1948-9, is estimated to cost £9,593,000 in 1952-3. 

Consultant Appointments.—The Minister of Health states that 
no consultant appointments proposed by regional hospital boards 
since January 1, 1953, have been rejected by him. A number 
of proposals, including 12 from the Newcastle Regiona] Hospital 
Board, are under consideration and discussion with the board. 

B.C.G. Manufacture—Any manufacturer may apply for a 
manufacturing licence for production of B.C.G. vaccine under the 
Therapeutic Substances Act, 1925. The conditions which an 
applicant would need to fulfil are laid down in the Therapeutic 
Substances Regulations, 1952. 

Insurance Bill—The National Insurance Bill was read a third 
time in the House of Lords on July 9. 

Analgesia.—Gas-and-air machines available to domiciliary mid- 
wives in England and Wales were 4,098 in 1948, 5,430 in 1949, 
6,051 in 1950, 6,156 in 1951, and 6,264 in 1952. In practice at 
present the analgesics which midwives may administer are pethi- 
dine or gas-and-air. 

Royal Assent.—In the House of Lords on July 14 the Royal 
Assent was signified to the Births and Deaths Registration Act, 
the National Insurance Act,‘the Army and Air Force Annual 
Act, and the Therapeutic Substances (Prevention of Misuse) Act. 





Medico-Legal 








COMMANDING OFFICER ACQUITTED 
[FROM OUR MEDICO-LEGAL CORRESPONDENT] 


On July 16, 1953, Lieutenant-Colonel Alfred Gleave, 
R.A.M.C., the officer commanding Moston Hall Military 
Hospital, was acquitted by a Chester court martial of the 
two charges brought against him. These were that between 
April 1 and May 19, 1953, knowing that allegations had been 
made that Private Harrison had been ill-treated in hospital, 
he failed to report the matter to his superiors or make a 
proper investigation ; and that on May 18 he improperly 
agreed the terms of a statement to the Press that he had 
made full inquiry into the allegations of ill-treatment, know- 
ing the statement to be false. 

On June 16 a statement was made in the House of Com- 
mons by the Secretary for War on the subject of Private 
Harrison’s death, and it was said that the commanding 
officer of the hospital would be called to account for his 
conduct and would be tried by court martial. At the trial 
it was not suggested by the prosecution that Lieutenant- 
Colonel Gleave was party to any ill-treatment of Private 
Harrison, or knew or indeed before April 1 should have 
known that any ill-treatment was taking place. 

Private Harrison was admitted to Moston Hall on March 
26. On arrival he was examined by the admitting officer, 
Captain Lyle, in the presence of Lieutenant Moran. They 
Observed that he walked in an extremely bizarre way but 
with no regular fault in his gait. He said he had no pain. 
A provisional diagnosis of hysteria was recorded and Private 
Harrison was assigned to Ward M 4/5, which at that time 
was in charge of Major Hobson. Next day because his 
moaning in the night had disturbed the other patients he 
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was moved to a side ward. On the night of March 27 
Lieutenant Mary Parry Jones saw the other patients stand- 
ing round Harrison, who was sitting on the floor, jeering at 
him. On March 30 he was transferred from Ward M 4/5 
to a ward used as a mental and detention ward, where he 
came under the care of the psychiatrist, Captain Whiteley, 
who examined him twice and on April 1 thought-he might 
be well enough to travel to Netley for specialist psychiatric 
treatment. 

On that same evening the deputy matron, Major Mauds- 
ley, saw him on her rounds and thought he looked so ill 
that she at once sent for Captain Hamilton, the orderly 
medical officer, who examined him and could feel a growth 
in his liver. He was then taken to a private room and put 
on the dangerously ill list. He died on April 5. 

Upon Private Harrison’s name being put on the danger- 
ously ill list, which was kept in Colonel Gleave’s room, 
Captain Hamilton saw Colonel Gleave and told him the 
prognosis was hopeless, and Major Hobson came to him 
on April 2 in what he described as rather a flutter and 
said that Harrison’s case had not been completely diag- 
nosed and that they had missed his enlarged liver, which 
was probably malignant, and that the hysterical symptoms 
had rather overshadowed it. Colonel Gleave as a result 
issued orders that future examinations must be carefully 
carried out. 

On April 10 one of the patients who had been in Ward 
M 4/5 when Private Harrison was there, a Private Nichol- 
son, went absent, and when brought before Colonel Gleave 
elected trial by court martial. At his trial on May 17 both 
he and Private Rosser, who had been the night nurse in 
Ward M 4/5, made allegations that Private Harrison had 
been ill-treated. 

On hearing these allegations, which came as a complete 
surprise to him, Colonel Gleave asked Captain Hamilton, 
Deputy Matron Maudsley, Major Serjeant (the administra- 
tive officer, and the chief wardmaster W/O Gillies if they 
had heard of any such thing taking place. He did not 
speak to the sister in charge of Ward M 4/5 because she 
was away on sick leave, nor to Major Hobson, who had 
left the Service. He discussed the allegations on the tele- 
phone with the A.D.M.S. Western Command, Lieutenant- 
Colonel Orr. He did not make inquiries in the wards or 
ask patients in Ward M 4/5 about the allegations, which 
he thought were fantastic. He did not think it desirable to 
send for Private Rosser and two other witnesses who gave 
evidence at Private Nicholson’s court martial, because he 
thought them unqualified and biased. 

When on the evening of May 18 Major Borthwick, the 
Command senior information officer, spoke to Colonel 
Gleave on the telephone, Colonel Gleave authorized a press 
statement to the effect that he had made full inquiry and 
was satisfied that there was no truth in the allegations that 
there had been ill-treatment of patients. 

After a retirement by the court of 34 minutes the Judge 
Advocate announced that Colonel Gleave had been found 
not guilty of the first charge, and not guilty and honourably 
acquitted of the second. 





Universities and Colleges 








UNIVERSITY OF BIRMINGHAM 


Professor F. A. R. Stammers has been appointed representative 
of the University on the Standing Joint Committee of the 
University, the United Birmingham Hospitals, and the Birmingham 
Regional Hospital Board; Professor A. B. MacGregor has been 
appointed a representative of the University on the Central 
Counties Dental Postgraduate Committee, Dr. J. M. Malins a 
representative of the University at the King Charles I School, 
Kidderminster, and Dr. K. A. Bisset a representative of the Uni- 
versity on the International Congress of Microbiology, Rome, 
September, 1953. Dr. K. A. Bisset has been reappointed a 
representatives of the University on the Public Health Classes 
Advisory Committee. 


The title of Reader in Social Medicine has been conferred upon 
Dr. R. G. Record, Lecturer in Social Medicine. The title of 
Honorary Lecturer in Radiology in the Department of Surgery 
has been conferred upon Dr. C. G. Teall, University Clinical 
Lecturer in Radiology. The title of University Research Fellow 
has been conferred upon Dr. W. Taylor, part-time Lecturer in 
Medical Statistics, during his tenure of a fellowship financed by 
the Rockefeller Foundation. The title of University Clinical 
Lecturer has been conferred upon Dr. J. F. K. Hutton (Radio- 
logy). The title of Reader in Systematic Bacteriology has been 
conferred upon Dr. K. A. Bisset, Lecturer in Bacteriology. 

Professor C. H. Pae, Department of Pharmacology, University 
of Taegu, South Korea, will work in the Department of Pharma- 
cology for a year from October 1, 1953. 

Professor J. W. Orr, Professor of Pathology and Director of 
Cancer Research, has been granted leave of absence for one 
month during.the Autumn Term, 1953, to act as External 
Examiner and adviser in Pathological Studies at Makerere College, 
Uganda. 

The Barling Scholarship for postgraduate work in Surgery has 
been awarded for 1953 to Mr. J. M. Small, University Clinical 
Lecturer in Neurosurgery. 


UNIVERSITY OF LEEDS 


At a meeting of the Council on June 17, a Rockefeller Travelling 
Fellowship for 1953-4 was awarded to Geoffrey Watkinson, M.D., 
M.R.C.P., Lecturer in the Department of Medicine. 

The following appointments were announced: M. Ellis, M.B., 
F.R.C.S., as Clinical Lecturer in Surgery, and J. B. Farquhar, 
M.B., F.R.C.S., M.R.C.O.G., as Clinical Lecturer in Obstetrics 
and Gynaecology. 

C. J. E. Wright, M.Sc., M.D., Lecturer in Pathology, has been 
granted leave of absence for one year, to enable him to take 
up a British Empire Cancer Campaign Travelling Fellowship in 
the U.S.A. 

At a congregation for the conferment of honorary degrees held 
on June 25, on the occasion of the meeting in Leeds of the 
British Association of Urological Surgeons, the honorary degree 
of D.Sc. was conferred on Professor Charles B. Huggins and 
Mr. R. Ogier Ward. 


UNIVERSITY OF BRISTOL 


The following candidates have been approved at the examinations 
indicated : 

FinaL M.B., Cu.B.—' **Winifred J. Coates, ‘Ruth J. Grose, 
D. L. Archer, A. M. Bain, ‘Isabel K. E. Brister, T. A. V. Brooks, 
J. G. Cook, A. J. Coppen, R. Crossley, K. D. Davies, P. W. E. 
Downes, Dorcas Edwards, M. B. Gee, W. E. L. Gordon, J. D. 
Jefferies, R. D. Lalloo, A. J. Macdonald, Doreen E. McConnell, 
‘P. O. Nicholas, Marguerite E. Pennefather, J. H. Perry, H. 
Price, M. J. Ree, T. D. Richards, Beryl M. Shipton, Ruth L. 
Skrine, W. B. Spry, Audrey B. Stevenson, Margaret G. Taylor, 
J. W. Ware, A. J. Webb. In Group II, completing the examina- 
tion: Elizabeth M. James. Jn Group II only: J. A. Beel, J. P. 
Bishop, Christine F. Boulter, Margaret V. Brown, M. J. Page, 
J. Roylance, Catherine M. Stephen. 

DIPLOMA IN PuBLic HEALTH.—Part II: M. C. O’Connor, G. D. 
Teague. 

DIPLOMA IN PSYCHOLOGICAL MEDICINE.—Part II: E. G. W. 
Cross, J. D. Orme. 

DIPLOMA IN MEDICAL RaDIODIAGNOSIS.—Part II: A. Bednarski. 


The following candidates have been approved at the examina- 
tion indicated : 


M.D.—D. H. Johnson (with distinction), R. Maggs, R. H. 
Owen. 

‘With second-class. honours. “With distinction in medicine. 
*With distinction in child health. ‘With distinction in public 
health. 

FACULTY OF OPHTHALMOLOGISTS 


Mr. A. B. Nutt (Sheffield) has been co-opted to the Council of the 
Royal College of Surgeons of England for 1953-4 as the repre- 
sentative of Ophthalmology. 


SOCIETY OF APOTHECARIES OF LONDON 


The following candidates, having completed the final examination, 
have been granted the Diploma of the Society, enabling them 
(upon complying with the requirements of the Medical Acts) 
to practise medicine, surgery, and midwifery: A. Booth, G. I. 
Taylor, H. A. Whitehouse, G. J. John, J. G. Cooper, V. R. 
Jones, R. G. Jones, G. R. Vesey, C. M. Stevenson, J. D. Spouge, 
J. W. S. Webb, D. J. Waller, G. L. Haworth, L. Chapman, 
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Cc. L. Smith, W. G. Rhys-Jones, D. Porter, E. W. Fowler, T. C. 
Ryan, E. R. Lester, E. McK. Sycamore, R. A. Cooper, W. G. 
Nethery, B. Lewis, J. A. Scanlon. 


CONJOINT BOARD IN IRELAND 
The following candidates were successful at the recent post- 
graduate examinations: 

DipLOMA IN ANAESTHETICS.—P. R. Mesham, T. W. Vannia- 
singham, N. H. Jafry, Mary L. Mackay, Evelyn M. Gallagher, 
J. R. McCarthy, M. F. McGrath, E. A. Vaughan, J. D. Carstens, 
Nora M. Kelleher, A. A. Alvarez, J. D. Twomey, P. M. F. 
McGarry. 

Dieptoma IN CuHitp HeattH.—J. K. Heskin, Joan M. 
MacCarthy, J. F. O'Halloran, H. Z. G. O. Senanayake, Hirarani 
Thakur, T. J. Mahon, T. J. M. Lydon, Geeta S. Mehta. 

DIPLOMA IN OPHTHALMIC MEDICINE AND SuRGERY.—Dr. H. J. 
Scott. 





Vital Statistics 


Poliomyelitis 

Poliomyelitis notifications (uncorrected) in England and 
Wales in the week ending July 11 (No. 27) were as follows: 
paralytic 118 (85) non-paralytic 65 (41), total 183 (126). This 
is an increase of 57 compared with the previous week, the 
figures for which are in parentheses. Up to and including the 
twenty-seventh week the following numbers of cases were 
reported in the years shown : 1947, 487; 1948, 708; 1949, 
631; 1950, 1,447; 1951, 907; 1952, 895; 1953, 1,200. 


Week Ending July 11 
The notifications of infectious diseases in England and 
Wales during the week included scarlet fever 1,072, 
whooping-cough 4,407, diphtheria 17, measles 5,504, acute 
poliomyelitis 183, dysentery 525, paratyphoid fever 3, and 
typhoid fever 6. 








Infectious Diseases 

During the week ending July 4 the largest falls in the 
number of notifications in England and Wales were 267 
for scarlet fever, from 1,333 to 1,066, 261 for measles, from 
6,871 to 6,610, 200 for dysentery, from 676 to 476, while 
the only large rise was 574 for whooping-cough, from 4,116 
to 4,690. 

The largest increases in the number of notifications of 
whooping-cough were 64 in Devonshire, from 114 to 178, 
and 60 in Essex, from 288 to 348. The largest declines in 
the incidence of scarlet fever were 52 in Lancashire, from 
193 to 141, and 32 in London, from 87 to 55. The largest 
falls in the number of notifications of measles were 115 in 
Gloucestershire, from 318 to 203, 92 in Yorkshire West 
Riding, from 734 to 642, 83 in Cornwall, from 223 to 140, 
while the only large rise was 64 in Wiltshire, from 140 to 
204. 14 cases of diphtheria were notified, being 4 fewer than 
in the preceding week. 

126 cases of acute poliomyelitis were notified during the 
week, and these cases were 36 more for paralytic and 30 
more for non-paralytic cases than in the preceding week. 
The southern section of the country still continues to be 
the most affected, and during the week the number of cases 
increased from 43 to 94, compared with 17 to 32 in the 
remainder of the country. The largest returns during the 
week were Essex 24 (Southend-on-Sea C.B. 5, Chelmsford 
M.B. 4, Ilford M.B. 3), Middlesex 17 (Ruislip Northwood 
U.D. 3), Kent 9 (Chislehurst and Sidcup U.D. 2), Surrey 
7, London 6, and Southampton 6 (Farnborough U.D. 2). 

The largest returns of dysentery were London 85 (Dept- 
ford 13, Westminster 13, Islington 12), Lancashire 50 (Liver- 
pool C.B. 15, Preston C.B. 12), Yorkshire West Riding 39 
(Barnsley C.B. 10), Bedfordshire 34 (Luton M.B. 25), Surrey 
31 (Banstead U.D. 10), Middlesex 31, Essex 21, Norfolk 20 
(King’s Lynn M.B. 14), Durham 20 (Stanley U.D. 8), and 
Staffordshire 19 (Brierley Hill U.D. 14). 

144 of the 475 cases of food-poisoning were notified in 
Easington R.D., Durham. 93 further cases were reported 
from Lancashire, where the cases were spread over 20 
administrative areas. 


Graphs of Infectious Diseases 


The graphs below show the uncorrected numbers of cases 
of certain diseases notified weekly in England and Wales. 
Highest and lowest figures reported in each week during the 
nine years 1944-52 are shown thus ------- , the figures for 
1953 thus —————. Except for the curves showing notifica- 
trons in 1953, the graphs were prepared at the Department 
of Medical Statistics and Epidemiology, London School of 
Hygiene and Tropical Medicine. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 
Summary for British Isles for week ending July 4 
(No. 26) and corresponding week 1952. 


Figures of cases are for the countries shown and London administrative 
county. Figures of deaths and births are for the 160 great towns in 
England and Wales (London included), London administrative county, the 
17 principal towns in Scotland, the 10 principal towns in Northern Ireland, 
and the 14 principal towns in Eire. 

A blank space denotes disease not notifiable or no return available. 

The table is based on information supplied by the Registrars-General of 
England and Wales, Scotland, N. Ireland, and Eire, the Ministry of Health 
and Local Government of N. Ireland, and the Department of Health of Eire. 



































































































































































































































CASES | 1953 1952 
in Countries Sgigi./é Sgisi,/8é 
and London ee 8 3 & & o's | 8 3 & £ 
ws Zz me | Z| 
Diphtheria. ..| 14| 1 7 o 6 633) 4 2 Ol 1 
Dysentery .. .. | 476, 85| 146, 4 135 34) 62 13) 1 
Encephalitis, acute. . | 8s 1) Oo O 2 0 O O 
Enteric fever: } 
Typhoid . as 1 0 4 0 0 0O 
Paratyphoid =. 3 o1 @) 0! 19 O01) 01@) 
Food-poisoning .. | 475| 40) 42) 1447 «| «#3 
Infective enteritis or | | | 
rrhoea_ under | | 
2 years .. aa 15| 3 | 18) 20 
Measles* .. —.. | 6,610) 145) 202) 153, 198] 6,843, 714) 183, 265) 249 
Meningococcal infec- | | | | 
tions. | 47,7} 30 4/16 «| 1 
Ophthalm ia neona-) | | 
torum .. 37, 5} 8 O 365 2 7 O 
Pneumoniat 329/15) 138) 3 310, 10,158 3 
Poliomyelitis, acute: | os s| | 
aralytic oe 4 | | 
Non-paralytic .. 41 iy! y 32 de q9 63 
Puerperal fever§ .. | 261) 38) 19) _9o 233 aa 1 
Scarlet fever (1,066, 55| 150, 29 65] 1,212 102| 236 12| 40 
Tuberculosis: | | | | | | 
Respiratory —- | 130} 30) 139 35 
Non- -respiratory. . | 15 1| 22; 6 
Whooping-cough .. | 4,690, 355/370, 42) 41) 2,444 124 112 75| 85 
ai 1953 1952 
DEA 
| & ; o & i oat 
in Great Towns » 3 3 = ae gis £ 
. ae | x § us k: 3 Zz § 
Diphtheria... 0} o| oO 0 0 0} 0 
Dysentery .. o oO 0 0 0, 
re | ee ee 
Encephalitis, acute. . } oO | 0 _ 0 | 0 
Enteric fever ent 0) o oO | 1 0 0 
Infective enteritis or | | | | 
diarrhoea | | | 
2 years .. . 9) 1; Oo 1 5} 1s €& 3 
Influenza ..  .. 3, 1) 0 0 20 6] 6 C1 
Measles .. .- | 1 0 0 | o | o 1 
Meningococcal aie | 
tion ea ° | bd 1) 1 1 
Pneumonia -- | 431} 21] 15] 7] 129 13 7; 3 
Poliomyelitis, acute 8 2 | 0 3} 1 | 0 
Scarlet fever .. | o 9 6| (O 0 0 0 
Reapbesaes to ; | sh ossts| 10 3] 6 
espiratory «ss | | 
Non-respiratory. . 20 {10 H 31} 93 { 2; 3 0, 1 
Whooping-cough .. 4 ooo of al 9 | 9 0 
DeathsO-l year .. 233 24) 22 10, 11} 202 30 28) ;| il 
Deaths (excluding 8 ae ee mM 
stillbirths) , 4,196, 606, 463, 76 153 4,647 688 498) 104 154 
LIVE BIRTHS .. | 8,038) 1176 943) _218| 41 7,437/1122 899, 215| 440 
STILLBIRTHS ..| 168 20 23 | -187, 30 23, | 








* Measles not notifiable in Scotland, whence returns are approximate. 
t Includes primary and influenzal pneumonia. 
§ Includes puerperal pyrexia. 


Medical News 








First World Conference on Medical Education.—Details of 
the programme of this Conference (August 22-24) were pub- 


lished in the Journal of July 4 (p. 32). All those wishing to 


attend are advised to register as soon as possible by apply- 
ing to the secretary of the Local Arrangements Committee, 
Dr. E. Grey Turner, B.M.A. House, Tavistock Square, 
London, W.C.1. To help to meet the expenses of the 
Conference, which are considerable, a registration fee of 
£4 is payable. Anyone interested in the work of the Con- 
ference may register, and registration confers the right to 
attend all meetings, excursions, and receptions. There will 
be a reception (6.30 p.m.) at B.M.A. House on August 22, 
and an excursion to Cambridge (10.30 a.m.) on August 23. 
On Monday, August 24, the Presidential Address on “ The 
Challenge to Medical Education in the Second Half of the 
Twentieth Century” will be given by Sir Lionel Whitby in 
the morning, and the following addresses, also given in 
plenary session, will be delivered on Monday afternoon: 
“What is Education ?” by Sir Richard Livingstone ; “‘ The 
History of Medical Education,” by Professor John F. 
Fulton ; and “ Medicine—a Technology or a Profession ?” 
by Colonel S. M. K. Mallick. 


Medical Periodicals of the World.—This week, in Lon- 
don, medical librarians from all over the world have 
been attending the first international congress on medical 
librarianship, under the presidency of Sir Cecil Wakeley, 
P.R.C.S. On Monday, the day before the official inaugura- 
tion of the congress, an exhibition of world medical journals 
was opened in the Old Library at B.M.A. House. The 
exhibition, which was arranged by Mr. L. T. Morton, 
information officer of the Journal, is probably the most 
complete and representative collection of current medical 
journals ever assembled. It contains over 2,000 journals 
from 68 different countries. The exhibition underlines the 
rapid trend towards specialization in modern medicine, and 
its impact on librarian, editor, and reader cannot but be 
healthily sobering. The delegates to the congress were 
entertained to tea at B.M.A. House before the opening 
of the exhibition, and Dr. Angus Macrae welcomed them 
on behalf of the Council of the British Medical Association. 
The exhibition was then declared open by Sir Francis Fraser 
in a speech of great felicity. He recalled his early debt to 
a librarian who had shown him how to use a medical 
library—* A gate to one of the great joys of my life.” After 
describing what would be found in the exhibition, Sir Francis 
appealed to the assembled librarians not to grudge their 
personal help and instruction to the beginner in the use of 
a medical library. ‘“ You have something to — 
thing almost priceless.” 


Psychiatric Research.—The Rockefeller Foundation of 
New York has made a grant of £28,800 to the Department 
of Experimental Psychiatry, University of Birmingham, for 
research in psychiatry and in the biochemistry and pharma- 
cology of the nervous system. The work will be under the 
direction of Professor J. Elkes. The department was 
founded in 1951. Its aim is the application of experimental 
methods to problems of clinical psychiatry. The problems 
under investigation at present are essentially neurochemical 
and neuro-pharmacological. It is, however, hoped to 
develop systematic studies into the preventive and social 
aspects of psychiatry as well. An early treatment centre, 
comprising in-patient, day-patient, and out-patient facilities, 
is being planned, and this should provide a suitable setting 
for studies of this kind. 


Other Rockefeller Awards.—Two other Rockefeller grants 
to support scientific projects in British universities are an- 
nounced this quarter. About £14,000 is being provided for 
neurohistological and neuro-anatomical research at the De- 
partment of Human Anatomy, Oxford, under the direction 
of Dr. A. G. M. Weddell. University College, London, is 
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receiving £8,000 for research in mammalian genetics under 
the direction of Dr. H. Griineberg. The work will be done 
in the Department of Eugenics, Biometry, and Genetics over 
a period of five years. Grants to enable British workers to 
visit laboratories and research institutions in the United 
States and Canada go to Dr. W. F. Floyd, of the depart- 
ment of physiology, Middlesex Hospital Medical School, 
Dr. J. F. Goodwin, lecturer in medicine at the Postgraduate 
Medical School of London, Professor R. A. Gregory, pro- 
fessor of physiology at Liverpool University, and Professor 
C. F. W. Illingworth, Regius Professor of Surgery at Glas- 
gow University. 


University of London Model Welfare Centre.—A building 
licence has now been issued for the model child welfare 
centre and school clinic which is the first part of the develop- 
ment plan of the Institute of Child Health. The building is 
made possible by a magnificent gift received some years 
ago from the South African “ Aid to Britain Fund.” The 
project is being financed by the “ Natal Gift,” a sum origin- 
ally of £106,000 which was raised in the Province of Natal. 
A site has been purchased at the corner of Guilford Place 
and Guilford Street. The new building will provide on the. 
ground floor facilities for normal maternity and child wel- 
fare centre work, and on the first floor for school clinic 
work. The London County Council will be responsible for 
a substantial portion of ‘the running costs. The centre will 
be used for demonstration purposes for the postgraduate 
students of the Institute, and for the study of the healthy 
child. Plans for the building are at an advanced stage and 
preparation of the site is to start forthwith. 


Heberden Society—Meetings of the Heberden Society 
were held in Manchester and Buxton on July 10 and 11. 
Lord Horder, the president of the Society, presided. 
The annual Heberden Round was conducted by Dr. J. H. 
Kellgren, director of the Rheumatism Research Department 
at Manchester. He took as his theme the subject of osteo- 
arthritis, and showed cases illustrating the variations in the 
condition from the monarticular type to the newly defined 
syndrome of “primary generalized osteoarthritis,” which 
Dr. Kellgren and Dr. R. Moore described recently in the 
British Medical Journal (January 26, 1952, p. 181). This 
was followed by demonstrations of the research into the 
chemical and physical aspects of collagen tissue which are 
being carried out in the new laboratories of the department. 
After tea communications were given by Dr. H. G. B. Slack 
on “ Isotope Studies of Collagen Metabolism,” by Mr. D. S. 
Jackson on “Chemical Studies of Connective Tissue Stabi- 
lity,” and by Dr. J. Ball on “Fatal Complications of 
Rheumatoid Arthritis.” Sir Harry Platt was the chief guest 
at the Society’s dinner at the Senate House of the Univer- 
sity of Manchester. Next day the meeting was continued 
at the Royal Devonshire Hospital, Buxton, where Dr. R. 
Harris demonstrated methods of rehabilitation in the chronic 
rheumatic diseases, Mr. J. C. Cregan presented cases show- 
ing the results of acrylic arthroplasty of the hip in traumatic 
and osteoarthritic disease, and Dr. H. S. Barber presented a 
number of cases for discussion. 


Polar Medals——Among the members of the Falkland 
Islands Dependencies Survey who have been awarded the 
Polar Medal in Silver for “ good services in Antarctic expedi- 
tions between the years 1944-50” are eight doctors. They 
are: Surgeon Captain E. W. Bingham, Dr. J. D. Andrew, 
Surgeon Lieutenant-Commander E. H. Back, Dr. A. R. C. 
Butson, Surgeon Lieutenant D. G. Dalgleish, Dr. J. M. 
Roberts, Dr. W. J. L. Sladen, and Dr. R. S. Slessor. 


COMING EVENTS 


Ophthalmology Congress.—The 17th International Con- 
gress of Ophthalmology will take place at the Waldorf 
Astoria Hotel, New York City, from September 12 to 17, 
1954. The president is Dr. Bernard Samuels, New York. 
The main topics for discussion at the congress will be 
primary glaucoma and the aetiology of uveitis. Original 


papers should be submitted to the secretary-general not later 
than January 1, 1954. Further information about the 
arrangements for the congress may be obtained from the 
secretary-general, 17th International Congress of Ophthalmo- 
logy, 100, First Avenue Building, Rochester, Minnesota, 
U.S.A. 


International Society for the Study of Biological Rhythms. 
—The fourth meeting of this Society will take place at 
Basle on September 18 and 19. Speakers include Professor 
C. P. Richter, from the Johns Hopkins Hospital, Baltimore, 
Dr. G. P. Wells and Professor H. Kalmus, from University 
College, London, and Dr. J. N. Mills and Dr. S. W. Stanbury 
from the University of Manchester. Further information 
may be obtained from Professor F. Georgi, Neurologische 
Universitats-Poliklinik, Basle, Socinstrasse 55. 


Electroencephalography and Clinical Neurophysiology.— 
The Third International Congress of Electroencephalography 
and Clinical Neurophysiology will be held at Boston, Massa- 
chusetts, from August 17 to 22. Further details may be 
obtained from Dr. Robert S. Schwab, secretary general of 
the congress, Massachusetts General Hospital, Boston 14, 
Massachusetts, U.S.A. 


SOCIETIES AND LECTURES 
A fee is charged or a ticket is required for attending lectures marked @. 
Applications should be made first to the institution concerned. 


Monday, July 27 
RoyaL COLLEGE OF SURGEONS OF ENGLAND.—S5 p.m., 
surgical film in colour: Mediastinal Tumours. 


Tuesday, July 28 
INSTITUTE OF NEUROLOGY.—5 p.m., Professor Kurt Goldstein (U.S.A.): On 
Aphasia 


three-dimensional 





APPOINTMENTS 


Carrick, Gorpon S., M.B., Ch.B., D.P.H., D.I.H., Medical Officer of 
Health and Port Medical Officer for the Burgh of Greenock. 

Duntop, META L., M.B., B.Ch., D.P.H., Medical Officer of Health, 
Borough of Gillingham, Kent ; continuing also as Assistant County Medical 
Officer of Health (half-time). 

East ANGLIAN REGIONAL HospitaL Boarp.—A. H. C. Couch, M.D., 
M.R.C.P., Consultant Chest Physician in the East Norfolk Area ; M. F. 
Bethell, M.B., B.Chir., Senior Registrar in Psychiatry in the Ipswich Area ; 
N. Vincenti, M.D., Ear, Nose, and Throat. Registrar, East l eo and 
Lr Hospital and Ipswich Borough General Hospital ; M. E. Johnston, 
M.R.C.S., L.R.C.P., Nose, and Throat Registrar, Peterborough 
Memorial. Hospital. 

HosPiITaL FOR Sick CHILDREN, Great Ormond Street, London, W.C.— 
G. G. Wyllie, F.R.C.S., Surgical Registrar; J. G. Stewart, M.R.C.S., 
L.R.C.P., Part-time Ophthalmic Registrar ; D. O’Brien, M.B., B.Chir., 
D.C.H., "House-physician : J. R. F. Ingall, M.B., B.S., House Surgeon to 
Ear, Nose, and Throat Department ; G. Fleet, M. B., BS., House-surgeon. 

Ritcure, Davip A. R., M.B., Ch.B., D.M.R.D., Senior Registrar in 
Radiodiagnosis, Western Infirmary, Glasgow. 

SOUTH-WESTERN REGIONAL HospitaL BoarpD.—J. Scott Brown, M.D., 
D.T.M.&H., D.M.R.E., Consultant Radiologist to South Somerset Clinical 
Area; H. V. Wingfield, F.R.C.S.Ed., Consultant Thoracic Surgeon to 
Devon and Cornwall Area. 





BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 


Fletcher.—On July 13, 1953, im Manchester, to Nans Treflys (formerly 
Jones), wife of Frank Fletcher, M.D., a son. 

Jones.—On July 12, 1953, at University College Hospital, London, W.C., 
to Monica (formerly Cogman), M.B., B.S., wife of Peter Jones, M.V.O., 
F.R.C.S., a daughter. 

Jordan.—On July 18, 1953, at Cardiff, to Dr. Patricia (formerly Arnold), 
wife of Dr. J. Warren Jordan, a daughter. 

Laidlaw.—On July 9, 1953, at 40, Sherbrooke Avenue, Glasgow, S., to 
Caroline, wale of Dr. Stuart Laidlaw, a son—Ian Maxwell Stuart. 

Mace.—On July 12, 1953, at the Lewisham Hospital, London, S.E., to 
Josephine (formerly Bruce), wife of Dr. B. E. W. Mace, a sister for 
Peter James. 

Rogers.—On July 14, 1953, at Cardiff Royal Infirmary, to Barbara, wife of 
Lambert Rogers, V.R.D., F.R.C.S., a daughter. 

Sherburn.—On July 4, 1953, at Fairfield Nursing Home, Doncaster, Yorks, 
to Margaret Beryl (formerly Shepherd), wife of Dr. Vincent E. Sherburn, 
of 87, Alderson Drive, Doncaster, a daughter—Patricia Anne. 


DEATHS 


Gater.—On July 10, 1953, at Oakfield, Salisbury Road, Fordingbridge, 
Hants, Arthur William Gater, M.R.C.S., L.R.C.P., Lieutenant-Colonel, 
R.A.M.C., retired. 

James.—On July 5, 1953, at North Charlton; Alnwick, Northumberland, 
Margaret Helen James (formerly Morton), M.B., B.S. 

Liley.—On July 8, 1953, at Tripoli, North Africa, James Arthur Liley, 
M.C., M.R.C.S., L.R.C.P. 

Manifold.—On July 6, 1953, the result of / accident, Ronald Hector 
Cameron Manifold, M.R.C.S., L.R.C.P., D.M.R.D. 
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Any Questions ? 








Correspondents should give their names and addresses (not 
for publication) and include all relevant details in their 
questions, which should be typed. We publish here a selec- 
tion of those questions and answers which seem to be of 
general interest. 


Penicillin and Sulphonamide Tablets 


Q.—Is there any special advantage in the combination of 
penicillin with two sulphonamides in one tablet? 


A.—There is no proved synergistic action between penicillin 
and the sulphonamides, though of course their use in com- 
bination does cover a wider range of organisms. Oral peni- 
cillin, though particularly useful in children, is a most expen- 
sive form of treatment, and should not be encouraged for 
conditions where the sulphonamides alone would act equally 
well. There would thus seem to be little justification for 
combining these two agents in one tablet. 


P.A.S. for Arthritis 


Q.—Australian workers have claimed good results from 
the treatment of rheumatoid arthritis and osteoarthritis with 
sodium para-aminosalicylate. Has this treatment been tried 
in Britain, and, if so, with what results ? 


A.—The natural history of rheumatoid arthritis is charac- 
terized by recurrent exacerbations and remissions, and this 
fluctuating course has led to many therapeutic claims which 
have not been upheld by further experience. In generalized 
osteoarthritis affected joints often pass through a more or 
less acute, disabling, painful stage, which is followed by a 
partial recovery of function although the anatomical changes 
in the joints tend to increase. Therapeutic claims in these 
diseases should therefore be viewed with great caution, par- 
ticularly if they are not supported by very carefully con- 
trolled trials. 

Para-aminosalicylic acid was given a careful small-scale 
trial’ in the Edinburgh University unit for the treatment 
of chronic rheumatic diseases. ‘These workers failed to 
demonstrate any therapeutic effect in patients with rheuma- 
toid arthritis, even when the drug was given in high enough 
dosage to produce toxic side-effects. 


REFERENCE 
! Ann, rheum. Dis., 1950, 9, 132. 


Boric Acid Poisoning 


Q.—A 63-year-old woman patient of mine has been taking 
a teaspoonful of boric acid powder for four weeks, mis- 
taking the container for one which used to contain Epsom 
salts. Thus she took, daily, four times the maximal dose of 
an allegedly cumulative drug without any ill-effects what- 
ever. Large amounts of boric acid are said to produce 
albuminuria, malnutrition, insomnia, headache, dimness of 
vision, depression, feeble pulse, ecchymoses, lumbar pain, 
nausea, vomiting, diarrhoea, collapse, and death. Could 
pharmacologists have based their information on one or two 
isolated cases? What is the explanation of my patient's lack 
of symptoms ? 


A.—It is generally agreed that amounts of boric acid 
above 2 grammes daily may be harmful, but the variation 
in susceptibility of different persons is very great. For many 
substances there is a tenfold variation. Thus one person 
may need ten times as much of a substance as another to 
produce a certain effect whether medicinal or toxic. The 
B.P. dose is an average dose. Excretion of boric acid 
requires several days, though it reaches maximum rate in 
two hours. Ross asd Conway’ quote 27 cases of poisoning, 


20 of which were fatal. More than half of these were 
infants, in whom 1 to 3 grammes was often fatal. A number 
of adults are reported to have died after the application of 
boric acid to wounds and ulcers. Others survived the 
injection of 15, 20, and 28 grammes respectively. Only one 
case of accidental ingestion by an adult is reported. This 
was fatal; one and a half ounces (45 grammes) of borax 
was found in the stomach. Watson’ considers that boric 
acid is almost entirely ineffective as a drug and at the same 
time dangerous, and that it should be removed from general 
use as rapidly as possible. 


REFERENCES 
1 Amer. J. Surg., 1943, 60, 386. 
3 Lancet, 1950, 1, 216. 


Syringes in General Practice 


Q.—We are intending to replenish our stock of syringes 
for our general practice. What varieties are available, and 
which type of mount is recommended? How should the 
syringes be sterilized and transported ? 


A.—The following types of syringe are available : Glass 
and metal (stainless steel) syringes, with metal plungers ; 
glass and metal syringes, with ceramic plungers; glass 
syringes, with glass plungers but with metal needle mounts ; 
and all-glass syringes. The first three types of syringe gener- 
ally have Record mounts. Although there are no particular 
disadvantages in using syringes having Luer or S.I.M.A. 
mounts, it should be borne in mind that in this country the 
needle most readily available is that with the Record mount. 
All-glass syringes are generally produced with a Luer nteunt, 
as this is less liable to fracture than the lighter Record 
mount. A Luer to Record adapter is available so that 
needles with a Record mount can be used on all-glass 
syringes. 

Boiling is still the most convenient method of sterilizing 
all these types of syringes, care being taken to keep barrel 
and plunger separate if the plunger is made of metal. All- 
glass syringes may be sterilized by the hot-air method, at a 
temperature of 150° to 170°C. (see Med. Res. Coun. Mem. 
No. 15, H.M.S.O.). After boiling, or other method of 
sterilization, the syringes may be kept in 75% alcohol. This 
solution can conveniently be prepared by adding 5 oz. 
(140 ml.) of sterile distilled water to a pint 570 ml.) of 
industrial methylated spirit, the alcohol content of which 
is about 95%. 

Metal spirit-proof cases are available for carrying syringes 
(up to 20 ml.) in the bag. These cases contain either 
the syringe and one needle or the syringe and six needles. 
However, to prevent contamination of the spirit by blood- 
borne viruses, such as that of infective hepatitis, needles 
that have been used should not be returned to the con- 
tainer before being boiled ; and when blood or other fluid 
has been withdrawn into the barrel of the syringe (as just 
before an intravenous injection), the syringe itself should be 
sterilized before being returned to the spirit. Once a week 
the whole container should be sterilized by boiling and 
refilled with fresh spirit. 


Vaccination in Pregnancy 


Q.—Are there any specific dangers to mother and foetus 
in primary vaccination during pregnancy ? 

A.—There is some indication from an investigation carried 
out in Glasgow that pregnant women who are vaccinated in 
the first three months of pregnancy are more likely to 
abort than are unvaccinated women. There is no positive 
evidence about the occurrence of developmental abnormali- 
ties in the foetus if it lives until full term. The risk of 
abortion does not seem to extend beyond the first trimester, 
but obviously a severe primary vaccinia, like any acute 
infection in a pregnant woman, may endanger the life of 
the foetus at any stage of its development. Primary vaccina- 
tion in pregnancy should not therefore be recommended 
unless there are compelling reasons for it. 
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Height and Weight Tables 


Q.—Height and weight tables for both children and adults 
seem nowadays on the low side. Most of these tables were 
compiled many years ago. Could up-to-date figures be 
given? 

A.—Height and weight tables for adults generally give the 
“normal” weight for different heights and ages ; they give 
no information about the “ normal” or average height. The 
best tables that are available are those published by the 
Metropolitan Life Insurance Company of New York, but a 
comparison of these with older tables gives no indication 
whether American adults are taller now than they used 
to be, but only whether they are heavier at a given height 
and age. 

Unfortunately, there are no up-to-date tables for the 
heights and weights of British adults or children which are 
sufficiently comprehensive to be recommended for general 
use, but there seems to be no doubt that present-day children 
are both taller and heavier than children of similar ages 
30 or 40 years ago. Until measurements of large numbers 
of British children are available the figures published in 
1941 by O’Brien, Girshick, and Hunt’ are recommended. 
These tables were compiled from the average measurements 
of 147,000 American children from various walks of life and 
living in 17 different States ; the measurements were made 
between 1937 and 1939 for the purpose of ‘designing patterns 
for children’s garments. 


REFERENCE 
U.S. Dept. of Agriculture. Publ. No. 366, Washington, 1951. 


Beryllium-containing Alloys 


Q.—I am medical officer to a company of electrical and 
electronic component manufacturers. During the process of 
manufacturing, a compound bronze, containing 0.25% of 
beryllium, is used in sheet and strip form. Does the beryl- 
lium content in the compound render the bronze any more 
poisonous? If so, what sort of precautions should be taken 
in the treatment of cuts and abrasions acquired by the 
workers during the handling of this material ? 


A.—Chronic berylliosis has been recorded following expo- 
sure to beryllium in the manufacture of beryllium-containing 
alloys, but up to the present time no cases are known to 
have occurred when exposure to beryllium has been limited 
to the handling of the finished alloy. It is unlikely that 
granulomata of the skin would result from cuts and abra- 
sions acquired by workers handling the compound bronze 
described. 


Transfusion Technique in Agranulocytosis and 
Thrombocytopenia 


Q.—If it is decided to give fresh blood to patients with 
agranulocytosis or thrombocytopenia, what transfusion 
technique is recommended? If the blood is citrated, the 
leucocytes and platelets are rapidly destroyed. 


A.—lIn eases of agranulocytosis or thrombocytopenia it 
should theoretically be best if the blood is given by the direct 
syringe method ; but in practice it is found quite satisfactory 
if citrated blood is used, the donor being bled immediately 
before the transfusion is given. In agranulocytosis the blood 
is of value not particularly for supplying leucocytes but for 
supplying fresh complement and probably other unknown 
factors. Transfusions of blood from cases of chronic mye- 
loid leukaemia or polycythaemia with a high leucocyte count 
do not appear to be more beneficial than transfusions of 
normal blood. In thrombocytopenia methods for prepara- 
tidn of suspensions of blood platelets for transfusion have 
been devised,’ and these have been reported to be effective. 


REFERENCE 
1 J. clin. Path., 1953, 6, 41. 


NOTES AND COMMENTS 


Psoralens and Vitiligo.—Dr. H. Grueset Lee (Johannesburg) 
writes: I read with interest under “ Any Questions ? ” (Journal, 
June 13, p. 1344) the item concerning the place of psoralens in the: 
treatment of vitiligo. In the 1952 Year Book of Dermatology 
and Syphilology (p. 65) mention is made of the treatment of 
this disability by topical application, or oral treatment in tablet 
form, or a combination of the two, with two crystalline extracts, 
ammoidin and ammidin, isolated from the annual umbelliferous 
plant well known in Egypt, Ammi majus lin. (Edwin Sidi and 
J. Bourgeois Gavardin, of the St. Louis Hospital, Paris). At the 
same time actinotherapy resulting in erythemato-vesiculation was 
given, sunlight appearing more effective than ultra-violet irradia- 
tion. Only six cases were treated, two with topical application 
alone, one only receiving the drugs in tablet form, and the re- 
maining three being treated by a combination of both. The 
results appeared encouraging, in that repigmentation was estab- 
lished in some of the patients treated. It is obvious that the 
number of cases dealt with is too small to draw conclusions from. 
Further, one has seen vitiliginous lesions where pigmentation has 
re-established itself spontaneously, and finally a small proportion 
of cases appear to clear by the empirical exhibition of vitamins, 
if continued for a sufficient length of time. Parenteral treatment 
by gold salts is, I think, on account of their toxicity, unwarranted 
in a condition that is harmless apart from the possible psycho- 
logical stress conditioned by its cosmetic imperfection. I have 
long held the opinion that in vitiligo the melanin-forming mech- 
anism is in a state of inhibition rather than that of permanent 
impairment. In 1946, through the courtesy of Dr. I. Muende, F 
showed at a meeting of the Royal Society of Medicine a case of 
dermatitis bullosa striata pratensis, an occupational pigmentary 
dermatosis caused by contact with parsnips or other plants, with 
subsequent exposure to sunlight. Incidentally in the skin-patch 
testing of this one case more definite positive tests were elicited 
with the stem than with the parsnip itself. It occurred to me 
later that such aetiological factors might be used as a basis for 
therapy in vitiligo; and accordingly I subjected in 1949 and 
onwards about a dozen cases to such. Unfortunately this was 
done in the absence of scientific criteria—namely, the parsnip 
solution was prepared the night before use as an aqueous solu- 
tion containing a hypersaturation of vegetable and stem, finely 
grated, and filtered the following morning before use. It was 
painted on as three coats on the lesions, allowed to dry, and these 
were subjected to suberythema doses of ultra-violet radiation. At 
the same time these patients received twice daily vitamin-B com- 
plex and 50 mg. of ascorbic acid, together with 100 mg. of para- 
aminobenzoic acid three times a day. Treatment was given twice 
weekly, and lasted several months. Roughly half the cases im- 
proved, the first two completely; but, as appears to be usual in 
any new treatment, particularly when not subject to adequate 
control, the later cases failed to react. One’s initial enthusiasm 
consequently waned. It is of interest that the first case who 
exhibited a multiplicity of lesions on the face, neck, chest, and 
back completely cleared, although several lesions—for example, 
behind the ears and on the back—received no treatment, and 
lagged behind the others in their resolution. Initially when such 
lesions clear they are manifest by pigmented stippling. 


“Any Questions?” Book.—The second book of selected 
“Any Questions ?” is available, price 7s. 6d. (postage 6d.). 
Copies may be obtained either direct from the Publishing 
Manager, B.M.A. House, Tavistock Square, London, W.C.1, or 
from booksellers. : 
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